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In the selection of a topic for this address, I had 
some hesitation about talking on this worn subject 
of cancer, and yet it occurred to me that perhaps 
there might be some things which I might say which 
would be suggestive, at least, and in some way bear 
fruit, 

In the year 1774, a great surgeon by the name of 


‘Peyrilhe published in the City of Toulouse a disser- 


tation in which he used this phrase: “Ut cancrum 
curare, sic eum definire perarduum est,” which liter- 
ally translated is, “To cure cancer or even to de- 
scribe it is very difficult.” This is just as true to- 
day as when he wrote it over one hundred years ago. 
There is no more important subject before the med- 
ical profession to-day than this one of cancer. 

I selected it, partly, because it pertains to general 
practitioners and to practitioners of all specialties. 
There is no man doing work in medicine who does 
not meet cases of this kind. It is an ever-present 
problem and it should be one of ever-present inter- 
est. In regard to it and its solution it is a great pity 
that most of the literature of the past cannot be for- 
gotten, for when one tries to read up the subject in 
the writings of the fathers or of most of the mas- 
ters of medicine one becomes bewildered and is apt 
to be misled; and I think it is safe to say that one- 
half to three-quarters, if not more, of the literature 
concerning this subject might be safely eliminated 
and the subject thereby simplified. 

In times past there have been various theories ad- 
vanced in regard to the pathology of cancer, but 
few of them are worthy of consideration to-day. I 
shall simply mention some and seriously discuss 
only one or two. 

One of the theories in vogue in times past has 
attributed cancer to some local inflammation; this 
is perfectly untenable. Another theory has regard 


* An epitome of an address delivered before the Hartford Acad- 
emy of Medicine, March 23, 1908. 


to diet; the trouble about it is that medical men 
have failed, so far, to say what kind of food is at 
fault, some laying it entirely to meat, and others 
to vegetable diet, the two theories contradicting 
each other so completely as to throw out the matter 
of diet as being unworthy of consideration, 

The theory of heredity deserves a moment’s con- 
sideration. We cannot justify it, since it has been 
based too often upon such clinical experiences as 
this,—that children of cancerous parents have some 
time later themselves developed cancer. . It has 
undoubtedly occurred to most of you to have a 
case similar to this: A woman at the age of forty- 
five develops cancer in the breast; twenty years 
previously, at the age of twenty-five, she bore a 
daughter. Has that daughter any prospect of in- 
heriting the cancer from which her mother suffers? 
I think not, and I think that this has been: deter- 
mined to our satisfaction. 

Heredity is a favored theory, especially among 
the laity, but it has also been held to by the pro- 
fession for some time past. The most we can say 
about it is that if anything is inherited it is a pre- 
disposition to this disease. If it should be estab- 
lished now or later that cancer itself is an infec- 
tious disease, then we might have a right to take 
the position that it is passed along from parents to 
offspring. It has been held that children born of 
mothers suffering from cancer during pregnancy 
are particularly liable to the disease. That has not 
been established by any wide clinical observation. 
It has been also held that twins are more liable 
to cancer than the product of a single birth; that, 
too, has not been established. There has been such 
a mass of popular misinformation and misappre- 


. hension that one has to separate much fiction from 


the facts. It is not worth while, then, to say much 
about the theory of heredity. 

The embryonal theory, as presented by Cohn- 
heim, is most fascinating in certain respects, and 
doubtless does a great deal to prove that some 
tumors are of an embryonal origin, and that such 
tumors may appear early or late in life; but if it 
means, as Durante and Cohnheim believe, that all 
tumors proceed from embryonal remains, then we 


8. 
f. 
n, 
10 : 
al | 
of 
ic 
he 
in 
ns 
T- 
n- 
on 
a- 
t- 
In 
in 
er a 
a= 
ay : 
on 
as 
ed 
di- 
ve 
Hill 
ity 
ler 
10- 
int 
ich 
ut 
to 
ne 
‘he : 
He 
Ve 
ont 
ra- 
ice 
by 
bly 
olf, 
2X- 
in 
ten 
uly 
ra- 
are 
By 
ery : 
ool 
Ta- 
Co. 
Di, 
UB- 
W. 
on- = 
yhia 


AMERICAN 
130 JOURNAL OF SURGERY. 


PaRK—THE CANCER PROBLEM. 


May, 190s. 


have in it no sufficient explanation for malignant 
tumors. That, then, may be eliminated. 

Next, about the theory of traumatism. It must 
be stated that in many instances cancer in various 
forms has been known to follow injuries, and yet 
are we to suppose that injuries necessarily cause 
the cancer? Every individual living has probably 
received many a bruise, and the mere fact that 
there has been an injury would give no reason 
to attribute to it the subsequent development of 
cancer. Nevertheless, the fact remains that so 
many cases of injury are directly followed by cancer 
that »ne suspects at times a relation of cause and 
effect. For instance, in this connection there is the 
development of cancer after fractures—a not un- 
common experience; but the exact relation which 
the new growth bears to injury is not established. 
I shall have something more to say about that later. 

Practically all theories that I have mentioned 
so far, as well as many that I have not, have 
been found to be absolutely unsatisfactory and 
should be discarded. Of late the men who have 
not been willing to accept the extrinsic theory have 
been obliged to fall back upon the notion that, for 
some reason or other, the cells act badly, and in 
that way cancer in some of its forms develops. 

We might as well approach this subject directly 
and thus, to be sure, we must look to the cells for 
an explanation of the growth. While the new 
growth or neoplasm is a collection of newly formed 
cells, one needs many things to help him to deter- 
mine the circumstances which cause them to act in 
this way. There must be a cause for it all, and if 
it be intrinsic it pertains to the cells, or some form 
of morbid activity on their part. 

I shall have a little more to say later about the 
views of men who do not believe in the infectious 
nature of cancer, in regard to activity of cells, but 
I would say that this intrinsic theory, for you may 
call it that, fails to explain the essential features 
of cancer. The intrinsic theory has proven abso- 
lutely insufficient. In reality my special purpose on 
this occasion is to present to you and try to make 
plausible the view that cancer, and the existence of 
the so-called cancer cells, are only to be explained 
on the theory of some extrinsic cause, which enters 
from without and then displays its pernicious activ- 
ity. Then I would like to call your attention to cer- 
tain features of this disease which are not widely 
enough appreciated. I have been teaching this para- 
sitic theory for the past eighteen years. My first 
paper on this subject was read before the New 
York State Medical Society fifteen years ago. 

Now, as Behla, who has recently written a very 


interesting work on this subject, says: ‘When it is 
so easy to transmit cancer from one animal to an- 
other, why should it be so hard to discover its real 
cause?” That is truly an as yet unanswerable ques- 


‘tion. Its cause is still shrouded in mystery. 


But first, with regard to the frequency of cancer. 
A few years ago, a German gynecologist, Diihrs- 
sen, made the statement that “more women annu- 
ally die of cancer in Germany than there were men 
killed in the Franco-Prussian War.” This will per- 
haps give you an idea of its prevalence. More re- 
cently Copman made the statement that “Of the 
people living throughout the civilized world—Eu- 
rope and North America—who are over thirty-five 
years of age, one woman in eight and one man in 
twelve will eventually die of cancer.” In a general 
way that means that two individuals out of twenty 
who are over thirty-five years of age will die of 
cancer. Two out of twenty equal one out of ten, 
and that means decimination. That is to say that 
cancer not only will decimate those now of an age 
above thirty-five, but individuals hereafter to reach 
that age. It means a frightful mortality, and gives 
this subject a dignity and importance which is sur- 
passed by scarcely any other. 

In New York State, located at Buffalo, we have 
a State Laboratory, partly for a study of statistics; 
and the prevalence of cancer was proved by a 
careful study of the state mortality rate. It ap- 
peared from careful study that even at the time 
the laboratory was organized, some ten years ago, 
the disease was four or five times more prevalent 
than, or killed annually four or five times as many 
individuals as sixty years previously. Last year about 
seven thousand people died of cancer in New York 
State. Last year about thirteen thousand died of 
tuberculosis, the white plague. More than half as 
many people died of cancer as of tuberculosis. It 
is then well worth while for a State that has such 
a frightful mortality to investigate and study tuber- 
culosis and cancer as pertaining to the welfare of 
its inhabitants. 

A point that I would like to make and elaborate 
upon, if I had more time, is that this death rate 
from cancer is really increasing. I know that this is 
disputed, as may be several of the statements I am 
making. There are many who talk about cancer 
who really do not know much about it, and have 
scarcely studied the subject at all. It is not enough 
to explain the increasing death rate by saying that 
it is due to improvements in diagnosis or to any 
other cause than the actual fact. The fact has 
been established all over the world. It is true in 
England, true in France, and true in many coun- 
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tries. The death rate from cancer, then, contrary 
to that of almost every other disease, is really in- 
creasing. That gives added interest to the subject. 
It is moreover particularly interesting in the line 
of investigations of which I speak and to which I 
want to call your attention, namely, the contagious- 
ness and infectiousness of cancer. 

About two hundred and fifty years ago, with the 
knowledge and the narrow views of his day, Tul- 
pius, the Dutch anatomist, who is a prominent 
figure in that great picture of Rembrandt’s, “The 
Anatomist,” made this statement: “Cancer is just 
as contagious as inflammation of the eyes.” Junker, 
in 1731, maintained that cancer was contagious, 
and Harvey, the Great, wrote that tumors strongly 
resembled parasitic productions in the. vegetable 
kingdom. These were pretty broad statements, 
glances given by great men in times past. 

In this connection I might also call your atten- 
tion to some of the earlier recent studies by which 
our eyes were opened. The first of these and the 
most path-breaking one of all, was by Behla, in the 
little Prussian town of Liickau. He studied the 
features of what seemed to be an endemic of can- 
cer in that locality. He established the prevalence 
there of so-called cancer houses, so extremely preva- 
lent in some cities. It was all most carefully 
worked out. His work opened the eyes of men 
all over the world and led to careful studies in 
many cities and many countries,—for instance in 
Buffalo, in connection with the laboratory work 
there. 

We know the exact location of every individual 
who has died of cancer in Buffalo. Dr. Lyon made 
a careful map of the city, indicating every house 
where cancer had occurred, and it is interesting to 
know that in numerous instances, several deaths 
from cancer occurred in the same house. In Brook- 
field, N. Y., our attention was called to localities 
showing endemic features, as well as to others else- 
where, with a remarkable mortality from cancer. 

In 1899 there was published a special cancer num- 
ber of the London Lancet, in which Power de- 
scribed the local distribution in London, making 
thus a report on cancer houses which contains inter- 
esting and suggestive statistics. 

But what should be said about the actual conta- 
giousness of this disease? Have we the right to 
speak of the contagiousness of cancer? I really 
want to make you believe that we have. If, for 
instance, after tapping the belly to relieve the ascites 
of a patient who has cancer of the liver, it be 
found later that cancer has developed all along the 
track of the trocar, what inference must you draw 


from that? The escaping fluid, just as the instru- 
ment is withdrawn, has distributed some contagious 
or infectious element along that line, and has had 
the general effect of producing a sort of tubular 
form of cancer! 

On the other hand, in operating upon a case of 
cancer in any other part of the body, should the 
knife which has entered the cancer accidentally 
touch other tissues, and should, later, cancer de- 
velop just along the scar and perhaps nowhere else 
—producing a linear form of cancer—what would 
you conclude from that? Is it a mere accident? Is 
it to be explained by anything else except distribu- 
tion of infectious material? Those are two simple 
but possible illustrations ; many might be given you. 
A careful surgeon will not use the same knife in 
the deeper parts which he uses in the superficial 
parts. Should he accidentally cut into anything 
cancerous, he would lay aside the knife or other in- 
strument which comes into, such contact, and use 
another. While the knife seems to be clean, it may 
convey germs of this disease. 

Now what may be the influence of a previous 
irritation or injury? I want to quote here an ex- 
tract from a previous paper of mine which fur- 
nishes a brief collection of very interesting cases. In 
one of the foreign journals, twenty or thirty years 
ago, such a case as this was reported: “One by 
Colomiatti and others by other authors, showing 
how cancer has been diffused along the nerve 
trunks, just as other infectious lesions. might be,” 
and it is especially to this that I want to call, your 
attention. “Involvement of surfaces constantly in 
contact is known to afford frequent instances of 
transmission of cancer, particularly of epithelioma; 
as, for instance, about the mouth and the,vulva. 
Bergmann emphasized the possibility of transmit- 
ting cancer from one lip to the other, and various 
authors have shown how the same thing occurs’ 
in the larynx. Kauffman has seen cancer con- 
veyed to the eyelid from the globe of the eye, 
and Fenwick has noted its transmission from one 
surface to another in the bladder. Constant and 
immediate contact is not always necessary for 
this purpose, as such lesions about the lip and 
tongue demonstrate. Further illustrations of this 
kind of transmission are seen in cancer of the 
stomach, produced by swallowing cancerous vege- 
tations from the esophagus, of which cases have 
been reported by Cornil, Klebs, Luecke and Mene- 
trier. Cancer of the esophagus penetrating the 
trachea has also produced lesions in the lung by the 
same kind of mechanical transmission, while 
Schimmelbusch has reported cancerous infection 
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of the lip through the finger-nails of the individ- 
ual who was handling his cancerous ear.” 

Now these are but a few illustrations of what 
may happen in the direct transmission of the dis- 
ease. There are abundant other cases, which I 
will not stop to read, which show how cancer has 
followed the lesion of an accident or a local injury. 
You know how common it is to seek for the cause 
of epithelioma of the lip in jagged or irritating 
teeth, combined with previous fissures of the lip. 
This is explained by the constant irritation, e. g., of 
a tooth or a clay pipe. What relation can that 
have to the development of cancer? Simply that 
there is thus opened up a sufficient port of entry. 

Considering how many things come in contact 
with the interior of the mouth, or first in contact 
with the lips before entering the mouth, if there 
be furnished open ports of entry it is very easy 
for parasites to enter. Therefore the fact that can- 
cer follows injury so often as it does is no argument 
at all against the parasitic view. There is nothing 
strange about this, nor harder to believe, than in 
the views of those who in the case of hip- or other 


joint disease look for some early or previous injury. 


They seem to think it necessary in that case to find a 
previous injury. I do not think it necessary at all. 

Should I go over the entire literature of this 
subject and go into it all in greater detail, I think 
I could easily show you that cancer is far more 
contagious than, for exampie, ieprosy. 

Drs. Gaylord and Clowes have had some very 
interesting experiences in the laboratory at Buffalo 
in connection with cancer of lower animals. I 
wish to say a little in regard to it. They have 
used hundreds, yes, thousands of white mice for 
experimental purposes. We got those little ani- 
mals from three or four different breeders ;—one 
in Massachusetts, where cancer is endemic. At pres- 
ent the Buffalo Laboratory during a period of some 
eighteen months has received from this source fifty- 
one spontaneous tumors in mice, and knows of 
twelve other instances occurring in mice supplied to 
other institutions ; sixty-three cases thus developing 
during this period of a year and a half, during 
which this mouse breeder has raised approximately 
seven thousand mice. Of the fifty-one, forty-nine 
occurred in the breasts of females, while one was an 
epithelioma of the vulva and one a fibrosarcoma 
surrounding the right humerus. They presented 
everything from simple adenoma to solid carcinoma, 
while the transition could often be traced. Fifteen 
of these tumors were transplanted. Three took in 
the first generation and died out in the second, 
while one continued for several generations. 


Last year this same breeder began breeding white 
rats, and in stock coming from the establishment 
he has found four rats with spontaneous tumors, 
three of which were fibroadenoma of the uterus 
and one an adenocarcinoma. During this period 
this breeder raised about one thousand white rats. 

The Buffalo Laboratory has had business rela- 
tions for three years with another breeder, in Wash- 
ington, who sells about twenty-five hundred white 
mice per annum and as many white rats, but has 
never been able to supply a single tumor from his 
own stock, that is to say, his establishment seems to 
be free from the infection. 

In the Buffalo Laboratory we have also had a 
remarkable experience in this line. Some few years 
ago we got a spontaneous sarcoma of the thyroid 
in a rat and from that several others were suc- 
cessfully inoculated. These white rats were kept in 
cages. After a while the stock died out or was 
used for experimental purposes and the cages were 
set aside. They were not carefully sterilized. They 
were simply washed and cleaned in the ordinary 
way and put in the basement. 

About two years later there was need for these 
cages for some healthy white rats. They were, as 
far as is known, absolutely healthy when they were 
received. They were kept in the cages but a short 
time before several developed sarcoma of the thy- 
roid. When,that sort of thing occurs, what can you 
conclude? It lends additional strength to that for 
which I am arguing. 

Again there have been very erroneous impress- 
ions regarding the age at which cancer begins to 
occur, it being held as a diagnostic feature that it 
occurs only after the age oi thirty-five or there- 
abouts. Now that is a great mistake, as I want to 
prove by quoting from another paper of mine, giv- 
ing illustrations of what may be met with in this 
line. For instance, Dufour has reported an epith- 
elial cancer of the larynx in an infant of eight 
months ; Czerny, cancer of the kidney in a child of 
three and one-half years; Kahn, cancer of the pan- 
creas in a child of two years; Reboul, cancer of 
the testicle in a child of six and one-half years; 
Ganghofner, cancer of the uterus in a girl of eight; 
Rosenstein, the same in a girl of two; Krasnohoff, 
epithelioma of the lips and nose in a child of eight 
years; I have seen the same thing in a woman of 
eighteen; Marriage, carcinoma of the ovary in a 
girl of eight; Deschamps, cancer of the liver in a 
child of eleven years; Moore, cancer of the stomach 
in a child of thirteen; Scheffer, another in a child 
of fourteen; Hirtz and Lesne, epithelioma of the 
stomach in a youth of nineteen; and Gangolphe, 
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epithelioma of the lip in a child of fifteen years. 

From other sources I gather the following also: 
Finlayson has recently reported sarcoma of the 
stomach in a boy of three and a half years; 
Scholts, carcinoma of the stomach in a girl of 
twenty-two ;. Scheffer, the same in a boy of four- 
teen; Hoffman saw it in a twenty-year-old soldier ; 
Reinbrecht, in a twenty-one year old girl; Muth, 
in a twenty-four year old man, and Burger’s sta- 
tistics of 357 cases of gastric. carcinoma gave 
eleven patients under thirty. Olshausen relates 
cases of ovarian carcinoma in girls aged, respective- 
ly, twelve, nineteen, twenty-one, twenty-three and 
twenty-nine. Leopold has had similar experiences. 
Phocas reports five cases of ovarian cancer in 
girls from seven to fifteen. Haycock and Bryant 
have each seen one breast involved in women of 
twenty-one, and I have seen both breasts with far 
advanced: cancer in a young nursing mother of 
twenty-two. Ludlow and Lebert collected fifty-one 
cases of cancer of the testicle, of which five oc- 
cured in boys under five, one in a lad of fifteen 
and in eleven others the patients had not reached 
thirty. So I might go on reporting numerous 
instances, but this is enough to show that the gen- 
eral impression is not correct that cancer is met with 
only after middle life. 

There appeared in the Lancet in January of this 
year, an address given last fall by Dr. Brand. In 
it there are many things of the greatest interest. 
He adopts this same arrangement which I[ have 
given you, and which I adopied years ago, classify- 
ing the causes as either intrinsic or extrinsic. Speak- 
ing of intrinsic causes he says that believers in auto- 
genesis generally maintain a negative. attitude, 
tlenying the possibility of an extrinsic cause, but 
failing to formulate any practical hypothesis. They 
suggest theory after theory, constantly shifting 
ground and never giving a satisfactory reason why 
cancer should arise apparently de novo. He also 
points out that if cancer had an intrinsic origin 
it would not only be very much more frequent 
than it is, but that few if any, would escape it. Be- 
lievers in the autogenesis of cancer also hold that an 
extrinsic origin is improbable because cancer is not 
analogous to any known infectious disease. While 
analogies have little to do with the matter, it 
nevertheless is a very unsuccessful line of argu- 
ment, as I have elsewhere shown. When Farmer, 
Moore and Walker demonstrated that the karyo- 
kinesis of the cells forming a malignant tumor 1s 
heterotype in character in this respect resembling 
that of the cells of normal reproductive tissue, Bash- 
ford made the extraordinary and perfectly inde- 


other, through the agency of some specific micro- 


fensible declaration that malignant new growths 
were fertile reproductive tissue arising in abnormal 
situations, 

An extrinsic origin would satisfactorily account 
for the proportion of individuals attacked, and the 
widespread occurrence of the disease among the 
lower animals, as well as man, since cancer is found 
in animals that have no other disease in common 
with man. Cancer is admittedly a specific disease 
with more or less definite invasion, with extension 
by dissemination, with constitutional inoculation and 
cachexia, and which, left to itself, has but one in- 
evitable termination. How ‘are all these to be ex- 
plained by the possibility of any somatic cell spon- 
taneously developing? A specific disease can no 
more originate without the presence of a specific’ 
agent than can parthenogenesis. 

Infection implies the transmission of a disease 
from one individual directly or indirectly to an- 


organism. It may vary greatly in degree as well 
as in the time consumed. Thus cancer is evidently 
not so infectious as many other diseases. It may 
be acquired by ingestion, by contact, by inoculation, 
or through the agency of some intermediate host, 
as is the case in malaria or trypanosomiasis. It is 
certainly transmissible by direct contact, as in the 
so-called cancer & deux, of which so-called coition 
cancer is an example, rare though it may be. No 
matter if this transmission be in effect a trans- 
plantation, it does not weaken the argument, since 
there follows the characteristic evolution of malig- 
nant disease with the usual fatal termination, thus 
stamping the transplantation as a true infection. 
Pick has shown that cancer may occur as an en- 
demic in brook trout hatcheries, the thyroid being 
especially involved. He found that certain hatch- 
eries were entirely free from this infection, while 
where fish were infected the disease was confined 
to individual tanks or pools in which they were kept, 
and that when wild fish were introduced into these 
pools to replenish the stock, they acquired the dis- 
ease, which is, in effect, a true carcinoma. 
Brand believes, with me, that the strongest argu- 
ment in favor of the exogenesis of cancer is the 
occurrence of metastasis and its termination there- 
by. He says: “Although cancer is unquestionably 
purely local at the outset, it unfortunately does not 
long remain so. Indeed it would be completely 
under the control of the surgeon’s knife, and would 
lose all its terrors, were it not for the fatal meta- 
stases which invariably happen and with a startling 
rapidity which is not sufficiently realized.” 
Lockwood has shown that these occur more fre- 
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quently and more early in organs which have no 
capsule, like the mamma, tongue, pharynx, etc. It 
is these inevitable and early metastases which are 
responsible for the failure of many operations even 
when made apparently early. 


Butlin has recently said: “The key to the problem 
of communicability of cancer in human beings must 
surely lie in the study of autoinoculation. If autoin- 
oculation can be proved on such evidence as would 
be admitted in a court of law, there is a prima 
facie case for contagion.” If this be all the case is 
already proved, since in man it is indisputable. 
Every metastasis, as I have elsewhere and frequent- 
ly remarked, has all the force and significance of 
a genuine autoinoculation. So also has every re- 

‘currence, so-called, although that which has been 
removed cannot recur, since it is, as Brand shows, 
that which has been left behind which continues to 
grow. That which the surgeon’s knife has set free 
from divided lymphatics, with that which the knife 
has itself inoculated in and about the wound, in- 
fallibly also grows. Therefore, Butlin’s conception 
of autoinoculation is altogether too limited. Butlin, 
however, arguing from the well-known fact that 
the metastatic expressions of cancer preserve the 
characteristics of the primary growth, as well as 
that implanted carcinoma follows the same rule, 
would maintain that all cases of reputed extension 
of cancer in which the disease is not of the same 
variety must be unhesitatingly rejected. It is quite 
evident that he has not attached sufficient import- 
ance to the recent experiences of Ehrlich and Apo- 
lant, which have shown that even a carcinoma may, 
under certain conditions, lead to the development 
of a sarcoma in the connective tissue immediately 
surrounding it. If, then, a carcinoma may thus 
give rise to a sarcoma, it may surely undergo some 
change of form in itself. In fact, it would appear 
that any one variety of cancer may excite the 
growth of any other variety. 

Next we have to deal with the fact that there is 
absolutely no special carcinoma cell, since to ac- 
knowledge this is to believe that there was an orig- 
inal neoplasm from which it came and to thus sim- 
ply push back the basis of the question. In other 
words, it would not show {rom whence came the 
first carcinoma cell. Moreover, in this event all 
cases of cancer would of necessity be due to direct 
contact, and all would be of only one variety, name- 
ly, that from which the cell emanated, all of which 
is in opposition to the known fact that but few 
cases of cancer are due to direct contact, most of 
them arising with an appearance of spontaneity. 
Moreover, it is also characteristic of cancer that 


its variety is very great, which is to be explained 
in some other way than by the direct implantation 
of a carcinoma cell, or by the preposterous state- 
ment that any somatic cell, by any intrinsic stimulus, 
can possibly develop de novo a specific disease such 
as cancer. We might as well be told that tubercu- 
losis is due to the agency of an intrinsic stimulus. 

Brand believes that perfectly healthy tissues are 
probably immune from or invulnerable to cancer 
parasites, and that there must be causes predispos- 
ing to the acquisition of the disease which include 
whatever lowers or impairs the powers of resistance. 
In the case of cancer, the chief factor in this direc- 
tion is degeneration of tissue from any cause, more 
especially that due to obsolescence of organs, senility 
and the like, since cancer still is a disease most 
prevalent during the latter part of life, although 
by no means confined to it. 

The parasites of cancer seem to be practically 
omnipresent. Our relationship with cur neighbors, 
including those suffering from cancer, is closer 
than is generally appreciated. All our food, raw or 
cooked, passes through many hands and its absolute 
cleanliness is beyond our control. This is generally 
recognized with scarlatina, typhoid and the like, but 
not so generally with cancer. 


Much of the fresh vegetable food which we eat 
is gathered by unwashed hands and is never cleaned, 
while much of it is readily accessible to domestic 
animals, which also suffer from external cancer as 
well as from intestinal parasites. Moreover, in- 
fection by insects, flies especially, is almost unavoid- 
able. That the parasites of cancer, as well as those 
of typhoid, may be carried by flies, is quite within 
the possibilities, and Brand briefly refers to a case 
in his own practice of a patient with fungus cance 
of the breast, who was cared for by a woman who 
was not cleanly in her habits, and who did not al- 
ways wash her hands before meals. This woman 
died within a year after her patient’s death, and 
from cancer of the stomach. 

Brand makes the following suggestions: That 
cancer must be treated like every other filth disease, 
i.e., by the most efficient cleanliness; that earth 
burial should be superseded by cremation; and that 
all soiled dressings and discharges should be de- 
stroyed by fire; that rooms, and even houses inhab- 
ited by cancer patients should be most thoroughly 
disinfected, both during illness and after death, 
while no food should be prepared or consumed with 
unwashed hands. He claims the following new 
facts to have been discovered within the past few 
years: The mitosis of the cells of malignant neo- 
plasms is heterotype in character, while that of the 
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somatic cells, with one exception, and all the cells 
of benign tumors, is homotype. : 

Neither generative tissue nor other normal tissue 
cells can proliferate without a specific stimulus. 
Thus the ovum commences to develop only after its 
invasion by the spermatozoon, which acts practically 
as an extrinsic specific protozoon or parasite. 

Brand closes with the following significant para- 
graph: “Cancer is emphatically a specific disease 
and is intensely infectious to the individual; there- 
fore the only logical conclusion that can be drawn is 
that cancer is both transmissible to others and that it 
is caused by an extrinsic agent. Except for the soli- 
tary fact that the elements of a malignant neo- 
plasm, 7. e., its cells, are themselves transported in 
addition to the infective agent, which is the peculiar 
and characteristic idiosyncrasy of cancer, this dis- 
ease very closely resembles in its origin and evolu- 
tion a chronic infectious disease.” 


I want to say a word more in regard to meta- 
stases. Let me ask in what other disease does 
metastasis ever occur in which you fail to say that it 
is an expression of infection? Metastasis means 
transportation, means that some infectious element 
is taken up from one part of the body to be carried 
to another part, and there take on an activity similar 
to that to be seen in the place it left. You absolutely 
acknowledge that in regard to other diseases, but 
here is this infectious disease cancer, especiaily char- 
acterized by metastasis, and yet most of the theorists 
are unwilling to give to metastasis in the latter the 
significance which they freely give it in any other 
disease. 

If there is anything peculiar that can not be al- 
leged of this disease it is that the cancer cell is its 
own parasite. It makes for some a pretty and at- 
tractive statement, but it is perfectly impossible. 
There is no other place in the body, nor other cir- 
cumstances under which the body’s own cells act as 
parasites. It has been held that the cells break up 
or degenerate and some portion of the degener- 
ative product is capable of acting as a parasite. 
This is entirely undemonstrable and incredible. 

I simply want to say in regard to such statements 


-that from this and many other evidences that might 


be produced it can easily be made to appear that the 
theory by which the cancer cell is erected into being 
its own parasite is far more revolutionary, and taxes 
the imagination far more, than the theory which 
Seeks to find the explanation in some extrinsic 
agency, and which is already receiving such striking 
corroboration from both clinical experience and the 
experimental laboratory. 

One of the claims that have been made against 


this theory is that no one has yet succeeded in iden- 
tifying and cultivating this parasite and that cannot 
be accepted as such until that is done. In this re- 
spect it is most interesting that no one denies that. 
the malaria cell is a parasite, although no one has 
been able to cultivate it as yet, but the very men 
who are so ready to acknowledge this are most 
eager to deny that anything of the kind can occur 
in cancer, This is inconsistent. 

What should be said about the nature of the infec- 
tion, if this be such? There are infections which 
take two or three weeks to go through their course; 
some iniections last for months; tuberculosis and 
suppuraiion may go on for even months or years, 
even indefinitely. The statement that cancer cannot 
be infectious, because it is in many cases very slow, 
must, therefore, lose all force. 

The most important question after all is what can 
be done with cancer? This rests largely on the 
matter of the early recognition of this disease. Can- 
cer so far has proven itself to be essentially a sur- 
gical disease; no one has been able to do much with 
it in any other way. It will be a long time before 
it is really taken out of the hands of the surgeon. 

I believe thoroughly in the statement that cancer 
begins as a result of local conditions. I have never 
for a moment asserted that all forms of cancer are 


due to a single parasite, but believe that there are 


several, perhaps numerous organisms, which may 
produce this condition under favorable conditions. 
If the surgeon is going to operate, he must do so 
early. If treated early and radically handled the 
patient may be saved, as is proven by many thou- 
sands of instances. Everything is determined by 
early recognition. It is one of the charges made 


‘against us that we do not recognize cancer early. 


That is true. Even the most expert cannot do that. 

Here is a statement regarding cancer which you 
will not yet find in general literature, references in 
my own new book and my other writings furnishing 
the only places I know of where you can find it, and 
that is to this effect, strange as it may seem: Cancer 
with all its local characteristics and its fatal termin- 
ation is a disease without a symptomatology of its 
own. It is a disease without a distinctive or definite 
symptomatology. Take any organ you like,—the 
stomach for instance. In the early, stages of cancer 
of the stomach the patient has vague, disturbing 
symptoms, which cannot be identified at that time. 
There is nothing about it from beginning to ter- 
mination which might not be ascribed to some other 
condition. There is vomiting, but that is incidental- 
ly due to pyloric obstruction; there may be hemor- 
rhages, but they may be due to some other condi- 
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tions of the stomach. There is, therefore, nothing 
distinctive in the way of symptoms about cancer 
of the stomach. When a tumor is found in the 
stomach region that is the first sign, not symptom. 
Every one acknowledges it is impossible to make the 
diagnosis early, since many cases, while suspicious, 
cannot be determined until there are well marked 
signs, in addition to the symptoms of which the 
patient complains, and then it is usually pretty 
late. ‘Now this is a presentation of the subject that 
is not generally appreciated and there is perhaps an 
excuse both for mistakes and failures to make early 
diagnoses. Therefore, with that view of it what 
shall be said about the disease? We shall always 
have to be uncertain until some more accurate means 
of recognizing it is discovered. Still it affords 
a legitimate excuse for this advice, and I do not 
hesitate to give it in general, that in every case 
where there is a legitimate cause for suspicion of 
cancer it is justifiable to make an exploration, that 
is if the part be at all accessible, because we may 
substitute other means of diagnosis when we have 
our eyes and fingers upon a lesion, which was be- 
fore the seat of but vague complaints upon the part 
of the patient. 


This is particularly true of abdominal troubles, 
also conditions within the cranium and chest. When 


we have learned to recognize this disease early, - 


if that happy day ever arrive, we shall be in a bet- 
ter position to cure it. Until then it will still be 
a malady for the surgeon’s knife. 

We have had some reason to think, from study 
in Buffalo, that there may come a time when serum 
therapy may be used to master cancer, as antitoxin 
is used for diphtheria, because of very interesting 
experiences in the lower animals in the production 
of retrocession of malignant tumors, but it will be 
a long time before we get many human individuals 
with spontaneous retrocession, and it will be a 
longer time before we shall be permitted to experi- 
ment upon them. 

I have had a feeling, which I have not hesitated to 
voice in public, that there are a good many indi- 
viduals, persons who are of no use to society, who 
ought to be subjected to this legitimate experiment, 
for instance, condemned murderers. To use some 
of these men for-cancer experimentation would be 
a far greater service to humanity than to electrocute 
them. But, of course, there is a certain false senti- 
ment in regard to all this, and the yellow journalists 
would raise a howl. How much better it would be 
if many of the criminals who are sent to Sing Sing, 
and many of the other places where criminals are 
executed, were committed to experimentation rather 


than to execution. It will be a happy day when 
this condition of affairs arrives, if it ever does. 

Regarding the curability of cancer I would like 
to put it in this way. I feel that if a case were 
recognized early, and if it were located in an ac- 
cessible portion of the body, and if it were com- 
pletely extirpated at that time, there would be a 
great probability of cure and with a much lower 
mortality. These “ifs” are tremendous in size, and 
yet I do believe in the curability of cancer. As Behla 
says, “If cancer is to be regarded as a constitutional 
disease there is but very little use in operating, since 
in that case there would be almost as much reason 
for amputating the foot of a gouty patient.” 

I have the hope that I perhaps have done some- 
thing in this desultory presentation to attract you 
toward the only theory of cancer which seems to 
me to be tenable, although I acknowledge that we 
have not certainly discovered the parasite. 


SIMPLIFIED EQUIPMENT AND MANAGE- 
MENT FOR THE OPERATING ROOM. 
W. S. Scutey, M.D., 


Surgeon, Trinity Hospital; Assistant Surgeon, 
St. Luke’s Hospital, 


NEW YORK CITY. 


The natural tendency in things relating to surgi- 
cal operative equipment is rather towards elabora- 
tion and addition, as new facts are discovered and 
newer requirements develop in the steady march of 
progress, The endeavor to have every added essen- 
tial and accessory immediately to hand is the most 
fruitful source of complexity and elaboration, re- 
quiring a very constant attention and study to eli- 
minate and simplify, as the burden of paraphernalia 
becomes unnecessarily irksome, time-consuming 
and possibly wasteful. 

In operative work a proper economy of time and 
labor should not be lost sight of, especially when it 
results in greater good to the patient, greater surety 
and ease, and a greater saving of materials. These 
things can best be accomplished by a safe and quick 
method of handling gauzes, instruments and solu- 
tions, the ready accessibility of everything needed, 
and excellent lighting, making it possible for sterile 
individuals to conduct the entire work rapidly and 
without danger of rendering themselves or the ma- 
terial unsterile at any stage. 

There is nearly always something in other plants 
and equipments of actual or suggestive value that 
well repays time spent in study and observation, for 
comparison with and often the elucidation of prob- 
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lems at home. From time to time additions and 
changes in the operative equipment at St. Luke’s 
Hospital, New York City, have been made when- 
ever greater ease and surety of work and a greater 
saving of time, materials and general labor to all 
could be gained. These objects have never been lost 
sight of, and to-day the equipment stands, I believe, 
second to rione in simplicity and working efficiency. 
The tendency has been towards elimination in and 
simplification of existing material and its concentra- 
tion, rather than the addition of more. 

It has been possible to arrange the amphitheater, 
used by the First Surgical Division, that of Dr. 
Abbe, particularly to advantage. The general es- 
sentials, which have become recognized through 
study, observation and experience, will first be men- 
tioned, and then spoken of more in detail. 

The operating room should be of good size and 
self-contained, the necessary equipment being with- 
in the room itself or in .’s walls, to the saving of 
many steps and the unnecessary passing of assist- 
ants and nurses in and out during the progress of 
operative work. The furniture can be so reduced 
and simplified that nothing but the operating table, 
instrument table, canisters for holding gauzes and 
draperies and the electric towel heater occupy the 
free floor space; hot and cold water sterilizer or its 
taps, instrument and utensil sterilizers and the few 
solution bottles being arranged along or even within 
recesses in the walls. Instrument cases are best 
built in the walls with glass doors flush with the 
wall, eliminating movable and obstructing furniture 
and dust accumulations. If two operating rooms 
adjoin they can be accessible from either side. Spe- 
cial solutions, local anesthetics, hypodermatic solu- 
tions, etc., are best arranged similarly. Instrument 
and utensil sterilizers should be actuated by high 
pressure steam coil and should be opened by foot 
pedal, enabling sterile assistants or nurses to oper- 
ate them without hand contamination. Stock solu- 
tion bottles (saline, alcohol and sublimate), and the 
hot and cold sterile water taps should be also ar- 
ranged for foot release. It is possible by such 


means to cut down the personnel of the operating ° 


staff, and especially to avoid the intermediary hand- 
ling and exposure of gauzes, drapery and instru- 
ments in transit from the sterilizer to the operating 
table. 

Natural lighting, as long recognized, should be 
from one side of the room and also from above. Ar- 
tificial lighting is best accomplished by means of the 
newer indoor enclosed electric arc, both for general 
illumination and for direct lighting above the table. 

A means that will provide perfect protection for 


gauzes and drapery and yet allow of instant accessi- 
bility was’ found by von Eiselsberg, of Vienna, in 
the canister container system. Gauzes are sterilized 
in closed metal canisters and their air ports closed. 
They are then ready at any time to be brought in 
and placed on the stands where the cover in a few 
seconds is connected with the cover-elevating de- 
vice worked by foot lever. They are always handy, 
their contents are instantly accessible an: entirely 


Fig. 1. Showing instrument sterilizer open. High pressure steam 
pipes under the flooring and entering the sterilizer from below. 


protected and they can be renewed on their stands, 
when empty, in a few seconds as cartridges in a gun. 
Experience has shown to date no quicker and safer 
way of handling gauzes, towels and drapery. Gauzes 
are taken out in small amounts at a time in anticipa- 
tion of their need, by a nurse or assistant, and with 
forceps. These containers were introduced in St. 
Luke’s Hospital in 1905 by a colleague, Dr. H. H. 
M. Lyle, have amply proven their worth and are 
used upon both surgical divisions. 
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The instrument sterilizer, in addition to being 
placed in the operating room, should not be too 
far from the instrument passer’s table. It should be 
a semi-automatic affair, opening by foot lever and 
closing noiselessly when the pressure of the foot is 
released. A high pressure steam coil in the bottom 
will boil water more quickly than will gas. The in- 
struments should be placed in and sterilized in trays, 
and passed from them to the operating table. My de- 
sign for such an apparatus was taken to one of the 
large instrument firms and the sterilizer worked out. 
This apparatus has been placed in the amphitheater 


The instruments are placed in shallow copper 
trays that fit the sterilizer and are put in one over 
the other. A slightly inturned edge prevents nest- 
ing and perforated bottoms allow the water to drain 
off on lifting them out. 

Through forethought in construction the amphi- 
theater was provided with hot and cold sterile run- 
ning water, and a utensil sterilizer also actuated by 
high pressure steam has been added and placed to 
the rear where it is accessible and allows the few 
basins and irrigators used to be boiled between or 
during operations as necessary. 


Fig. 2. 


of the hospital and has worked effectually for over 
a year. It is heated by steam coil from the high 
pressure service of the operating and sterilizing 
rooms, and will boil warm water in three minutes. 
It is placed upon the instrument passer’s side and 
but eight feet from his table, so that he is enabled, 
unassisted, to boil instruments between and during 
operations, without crossing the path of anyone, 
quickly and without contamination of hands or in- 
struments. This sterilizer is placed against the 
wall and does not occupy the free floor space. The 
steam is under complete control and the inlet valve 
can be turned by foot. 


Instrument sterilizer. Side view showing air check cylinder and cover-elevating mechanism. 


The operating table is simple and provides the 
different positions quickly. The instrument table 


‘is a simple glass top affair with one shelf below 


and with a basin bracket on one leg. A table 48 
x 20 inches and four feet in height is sufficiently 
large for general work. These two articles of fur- 
niture need no elaboration beyond the possible addi- 
tion of a removable stout wire bracket attached to 
one leg to hold a basin of saline solution. 

All solutions except 10% saline, 70% alcohol and 
1-500 bichlorid of mercury, have been banished 
from the operating room and these are contained in 
large stock bottles whose outpour is regulated by 
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foot pedal release, and which are placed against the 
wall upon the nurse’s side, about eight feet from the 
operating table and instantly accessible. The proper 
amount of saline solution is run into the small basin 
or irrigator and sterile water of the desired tem- 
perature is added. Saline or other solutions can 
be made up in this. way and reach the operating 
table in ten seconds without hand soiling. Irrigat- 
ing stands and large irrigators are not used; a two- 
quart enameled metal container with four feet of 
tubing answers all purposes, can be easily sterilized 
and is held by hand when needed. 

For artificial illumination the superiority of the 
electric arc over the incandescent bulb, both for 


teries of incandescent globes. A third, designed by 
Dr. Abbe for direct light, has been placed 52 inches 
above the operating table; it has a conical reflector 
greatly increasing the power. I have just com- 
pleted the plan shown herewith for two lights, with 
common reflector arranged 4% feet between car- 
bons, that will illuminate the whole table at once in 
addition to the field of operation. This reflector is 
in course of construction at the hospital. 

The small opalescent globe softens and diffuses 
the 600 or more candle-power and with the superior 
regulating device of this lamp upon a good circuit 
it is almost absolutely without flicker. These arc 
lights are arranged as in incandescent lighting, and 


33 


Fig. 3. Showing the relative positions of instrument sterilizer and instrument table. Box for dry sterile rubber gloves in the center. 


general and direct light, I believe is fully apparent 
when once tried. It gives infinitely more and better 
quality of light. A few of the better equipped Eyro- 
pean clinics have adopted the system with excellent 
results. Abroad the lights are sometimes arranged 
with upward reflection, which is the best plan for 
general illumination where the walls do not exceed 
12-14 feet in height. In the amphitheater where 
greater heiglit had to be dealt with, it was necessary 
to find a lamp of suitable downward reflection and 
diffusion. Such a lamp it was my fortune to find in 
the newer indoor enclosed arc with small opalescent 
globe and thin white porcelain reflector and diffuser 
above. This lamp is seen in figure 7, where two of 
these for general illumination take the places of bat- 


use the same current (taking the 110 or 220 volt 
direct or alternating, and from 3.5 to 5.5 amperes, 
according to requirement). They are best arranged 
upon different circuits to avo.i the possible chance 
of simultaneous extinguishment should anything 
happen to one circuit. 

For miniature lamps, head lights, cystoscopes, 
etc., several ordinary wall taps have been placed 
within a few feet of the operating table and the 
small socket rheostat, quickly attached, regulates the 
current. 

More or more elaborate equipment for general 
operative work, whether of elaborate tables or spe- 
cial instrument stands, is not required. In addition 
to the solution bottles upon the nurse’s side there is 
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only a small glass wall shelf for the few sterile 
basins and the irrigator. 

Upon the First Division the patients are fully 
prepared in the ward and are given only a light 
alcohol (70%) rub on the table as a final prepara- 
tion after removal of the light sterile protective 
dressing. Elaborate and excessive drapery has 
been abolished and a maximum of two sheets and 
four towels enswer for all cases. 


| 


Fig. 4. Instrument trays, The larger ones have perforated bottoms 
and the smaller, for finer instruments, are perforated 
at the edges. 


In preparing the room for work the only un- 
sterile person assisting, the orderly, brings in the 
three canisters and towel heater, and placing them 


Copper canisters for gauzes and drapery. Canister stand 


Fig. 
with movable balance weight for cover. 


on the stands connects the covers with the elevating 
device, while the instrument passer, before washing 
up, places the instruments in the trays and puts 
them in the sterilizer. One nurse, before washing 


up, places the few basins and the irrigator in the 
utensil sterilizer. The operator, assistants and other 
nurses are in the meantime washing up and dress- 
ing, and the patient is being anesthetized. Hot and 
cold sterile water and the few solutions are always 
ready. A few sterile towels cover the top and shelf 


Fig. 6. Type of stand for stock solution bottles having foot release, 
and small drip basins. They can be made for any number 
of solution bottles. 


of the instrument table, and the nurse’s shelf and 
the instrument trays and basins are placed on them. 


Fig. 7. Two lamps with common reflector, 4 feet 6 inches between 
carbons. Apparatus in course of construction. 


The instrument passer takes his suture and ligature 
material, dry iodine catgut, silk on spools and any 
other material needed for one or two cases and 
places it in the folds of a sterile towel or two. Any 
suture or ligature material left over, even if con- 
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taminated, including the iodine catgut, can be easily 
and quickly resterilized for subsequent days. Any- 
thing needed, not anticipated in advance, is immedi- 
ately accessible. 

A perfect division of labor with simplification of 
apparatus allows quicker handling of cases as well 
as celerity and ease in the preparation of the room, 
and a diminished number of helpers, if preferred. 
All sterilized and necessary materials are accessible 
to sterile hands and but one unsterile assistant, to 


gathered at a number of the clinics of the world, 
some of the most valuable from the new room of 
von Eiselburg, of Vienna. Thought and experience 
have added from time to time new features to a 
constant betterment and through the liberal and 
progressive spirit of the Board of Managers and 
Superintendent, these changes have been quickly 
consummated. 

Because many have been interested in this equip- 
ment, and have taken these ideas away, and because 


Fig. 8. Showing general arrangement of the operating room and two of the arc lights. Solution bottles (not in place) stand under 
th 


e small wall shelf seen in the background. Door leads to 


etherizing room. Utensil sterilizer and sterile water taps 


are to the extreme right and do not show in the photograph. 


clean up between cases and do the heavier work, 
is required. Dry sterile rubber gloves are worn by 
all and are always accessible near the instrument 
sterilizer in a container opening by foot pedal. 

The syste u at St. Luke’s works out to include in 
its personnel the undergraduate nurses of the hos- 
pital, so necessary in the American plan of edu- 
cating them to future surgical usefulness in their 
private and institutional work and in rounding 
their education. 

The suggestions for some of the equipment were 


of the inquiries received, it has seemed of sufficient 
general interest and importance to merit this brief 
article which, leaving the description of mechanical 
details to photographs, is meant to be suggestive 
rather than exhaustive. 

The canisters were made by one of the larger in- 
strument firms and have already been adopted in 
several hospitals, and recently for naval use. The 
instrument sterilizer was made by another of the 
larger firms and will soon be manufactured as regu- 
lar equipment. 

24 West 45TH STREET. 
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THE X-RAY IN DERMATOLOGY; OR 
TRUTH AND FALLACY CONCERNING 
X-RAY DERMATITIS.* 

Abert C, Geyser, M.D., 


Instructor in Radiography and Radiotherapy at Cornell 
University Medical College; Lecturer in Electrotherapy 
and Radiography at the New York Polyclinic; 
| President of the New York Physical Thera- 

peutic Society; Secretary of the American 
Electrotherapeutic Association, etc., 


NEW YORK CITY. 


If, in the reading of this paper, you notice that 
there is nothing contained therein suggestive of that 
which we find stereotyped in all text-books, it is be- 
cause the writer does not feel warranted in taking 
up time with matters that have been read and re- 
read, 

Since I am not addressing electro-therapeutists, I 
shall studiously avoid all electro-technical terms. 
Also, if I do not quote from an array of authorities, 
it is because I desire that this paper should stand 
or fall on its own merits without support from any 
other writer. ; 

One of the earliest effects of the +-ray observed 
upon the tissue was its destructive action. At first 
the resultant dermatitis resembled an ordinary sun- 
burn, or an inflammation due to some chemical 
agent. It is needless to comment upon the many, 
and in some instances ingenious, deductions brought 
forward to account for this so-called .v-ray burn. 

To-day we are in a position to state emphatically 
that the so-called #-ray burn or dermatitis is not the 
direct result of the +-ray at all, but, on the contrary, 
it is a direct attempt upon the part of the tissues 
to repair a certain injury inflicted by the ray upon 
them. The dermatitis is exactly analogous to py- 
rexia in a patient infected with a disease or suffer- 
ing from local traumatism; it is, therefore, a con- 
servative process on the part of the economy. No 
one to-day thinks of interfering with a moderate 
risé of temperature in any diseased condition; it is 
only when the temperature per se threatens to in- 
jure the patient more than the good to be expected 
that we are called upon to interfere or at least to 
modify this reparative process on the part of nature. 

Let us view the x-ray dermatitis in that light and 
we can see how, instead of having a deadly foe to 
deal with, we have in reality a very stanch friend. 
But let us, at the same time, bear in mind that too 
‘muth friendship may lead to familiarity and too 
much familiarity will lead to contempt and the less 
we pursue the ultimate result of contempt the bet- 
ter. 


“* Read before the Academy of Medicine (Section .on Derma- 
tology), December 3, 1907. ’ ’ 


We all recall the time when it was thought neces- 
sary to have an inflammatory process set up when- 
ever we were dealing with local injury, and we 
even went so far as to speak of iaudable pus. For- 
tunately those days have passed, but they should not 
be forgotten, for from their ashes has arisen that 
mighty giant asepsis. So far, then, it would seem 
that infection or sepsis were necessary to the pro- 
duction of local fever or inflammation; of course, 
we know now that we may have in the system a 
condition of toxemia, not anything that has gained 
admittance from the outside but something elabo- 
rated within the tissues. 

This toxic material may be the result of the nor- 
mal wear and destruction of the cells themselves, or 
it may be due to faulty metabolism. No matter 
what cause science may assign for its production 
and presence in the body we have come to fear it 
more than the most virulent infection. In fact, 
the more virulent the infection the greater is the 
systemic reaction; not so with autointoxication, es- 
pecially when due to cellular destruction within the 
body. 

If there is one property known regarding the ef- 
fect of the x-ray upon the cellular elements of the 
body, it is its capacity for their utter destruction. 
In other words, it causes cellular death ; this cellular 
death is followed by cellular disintegration of cell 
elements; the cell elements when dead are putrid 
material and form poisons most deadly to the part 
or even the whole body. 

The x-ray, however, does not kill the cells with 
one blow as perhaps the galvano-or actual cautery 
does. With these latter we have also a cell destruc- 
tion, but the elements of the cells are completely 
oxidized, and what is of greater importance, the 
skin that covered the cells has been opened and the 
system furnished with easy and perfect drainage. 
Here we have an inflammatory reaction and a wall- 
ing off process. to prevent any possible absorption 
into the surrounding tissues, but it is doubtful, even 
if we had absorption taking place, whether it would 
result in the same kind of poisoning that we find 
after x-ray death. 

After a cautery burn we have this process start 
at once; within a few hours after the application 
all the symptoms are at their worst. Not so with 
the +-ray, and here is where they differ from each 
other. The cautery kills and destroys or burns up 
completely and at once, and at the same time, fur- 
nishes an easy outlet for this destroyed material. 
The x-ray simply injures the cells from which they 
either completely recover or gradually succumb. 
When the cells gradually die, disintegration takes 
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place, putrid compounds are formed of the most 
poisonous character, and there is no avenue for es- 
cape except through the general circulation. The 
system recognizes the poisonous character, hurries 
its phagocytes to the locality, tries to prevent this 
poison from entering the general. circulation and 
so by a defensive process sets up a most violent 
dermatitis, most rebellious to all known treatment 
until a slough has formed, the skin broken and so 
an avenue of escape furnished. 

As might be expected, this entire process, from 
the time of the exposure to the disintegration and 
formation of poisonous compounds and the neces- 
sary reaction by the system, takes several days, 
hence, when a susceptible patient is exposed to a 
lethal dose of the «x-ray, days, even weeks may 
elapse before this process is completely established. 
After nature has established an outlet for this toxic 
material a shorter or longer time is then required 
for a normal condition to be restored. . An agent 
that works so stealthily and fearfully should appar- 
ently be classed as a most potent one. It is no won- 
der, therefore, that the x-ray has instilled into the 
minds of the profession as well as bs lay people 
a fear second to none. 


Let us compare this ee to some other thera- . 


peutic agent, for by such comparison we may be 
able to shed a light upon it, not hitherto thought of. 
Perhaps no drug in the whole pharmacopeia is en- 
titled to more praise and consideration than mor- 
phin, yet only five grains or less would be certain 
death to any normal individual. Strychnin, another 
drug deserving great consideration, possibly has 
saved more lives than all other drugs combined, 
yet only a few grains would cause such horrible 
convulsions as to almost tear a patient from limb 
to limb. Aconitin is another most powerful drug, of 
which one single grain would suffice to arrest the 
respiratory center, and death would be inevitable. 
Hydrocyanic acid is a most valuable ingredient in 
many cough mixtures, yet the mere inhalation of its 
fumes, the quickest of all death dealing agents, 
would suffice to drop a man instantly in his tracks. 

Shall we, because of this potency, condemn and 
discontinue the use of. such drugs? Or shall we 
hear the voice of some champion cry out, “No, a 
thousand times no, they. are the most valuable 
drugs we possess, they are the safest of all drugs. 
If the therapeutic capacity and the indicated dose 
be borne in mind, they are absolutely safe.” 

This leads us then, to the therapeutic capacity and 
the indicated dosage of the x-ray. We have seen 
that the x-ray destroys tissue cells. Certain condi- 
tions, however, are absolutely essential, viz., time of 


exposure, distance from the patient, strength of the 
ray, lastly individual idiosyncrasy. 

Let us first consider the strength of the ray. This 
depends upon many varying factors: e. g., the 
source of the ray, whether a Ruhmkorf or Tesla 
coil; mechanical or chemical interrupter; high or 
low rate of interruptions ; windings of the primary 
and the amount or wattage in volts or amperes flow- 
ing through the primary; whether a static machine 
with 300 or one with 2,000 revolutions is used; and’ 
lastly, the internal conditions of the tube, as to 
vacuum, distance between anode and _ cathode, 
whether heavy or light anode, seasoned or unseas- 
oned tube, even the kind of glass used in its con- 
struction. 

It is not within the scope of this paper to discuss 
all these factors, but simply to call attention to their 
existence. You will at once be in a position to un- 
derstand why all the various methods, and there are 
no less than thirty, that have from time to time been 
suggested, both here and abroad, for the purpose of 
accurately measuring the quality of the ray, have 
absolutely failed. 


Again, if it were possible with the many devices 
to measure the quality of the ray, we would still be 
in the dark did we not take into consideration the 
personal equation of the operator and the suscepti- 
bility of the patient. 

Dosage then, for the present remains a matter of 
personal judgment. The time factor is more easily 
disposed of. Assuming an active tube with a super- 
ficial lesion, the time would be shorter than if the 
opposite conditions were present. Time is so closely 
associated with the required dosage that it becomes 
again a matter of personal judgment. 

- The distance of the tube from the patient is the 
most interesting point regarding the whole of radio- 
therapy. In 1905, I was forced to the conclusion 
that if the +-ray possessed any virtue at all, the 
nearer we could get to that virtue the quicker and 
the better ought to be the result. A very large 
clinic at Cornell University and another at the New 
York Polyclinic gave me the desired opportunity 
for testing the matter. At first I made use of the 
Piffard tube. This tube has a flat surface and was 
intended to be used with projecting tubes. - I simply 
discarded these projecting tubes. and instead ap- 
plied the flat surface directly: to the lesion under 
treatment. In the beginning I used very short time 
exposures such as one or two minutes; I looked for 
all sorts of results, but nothing unusual happened. 
Gradually the time was lengthened, yet nothing un- 
usual happened ; one thing, however, began to mani- 
fest itself, and that was, the lesions began to im- 
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prove in exact ratio with the increase of the ex- 
posure; in other words, the longer the exposure, 
the quicker the healing process appeared. 

The only precaution taken at this time was the 

treatment of lesions with broken skin surfaces. It 
soon became necessary to change the shape and 
general construction of the tube; after several 
changes a tube was finally evolved to which I have 
given the name “The Cornell Tube.” This tube 
suits the purpose most admirably; it will work 
equally well on all x-ray generating machines; yet 
I am satisfied that the coil gives by far the quicker 
results. 
- When the Cornell tube is used in connection with 
a Ruhmkorf coil the interruptions should be as slow 
as possible, just rapid enough to cause a steady 
glow. Three or four amperes in the primary with 
a slowly rotating mechanical interrupter seem to 
give the best therapeutic results, and the tubes un- 
der such circumstances are almost indestructible. 

The face of the tube should correspond to the 
size of the lesion, or it may be moved about over 
a larger region. The time of exposure varies from 
five to ten minutes upon any one lesion, I have ex- 
posed a single lesion as long as twenty minutes. 

With this technic I have not seen a single derma- 
titis produced during the past two and a half years 
in over 5,000 applications. If local effect is desired 
I bring the tube in close contact and no burn will 
result if the skin over the lesion is broken, such as 
in epithelioma, lupus vulgaris, favus, sycosis and 
similar lesions. On the other hand, when the skin 
is not broken, as in acne, lupus erythematosus, ec- 
zema, folliculitis, hypertrichosis, etc., I keep the tube 
in contact but in constant motion, covering a large 
area in five to ten minutes’ exposure. The reason 
for this difference in technic in selected lesions de- 
pends upon the following theory. 

Whenever we are dealing with a lesion of a more 
or less local character, we require local effect only. 
The tissues of these local lesions have a lower re- 
sistance than the normal surrounding tissue. In 
most instances of this kind nature has already sur- 
rounded these local lesions with a limiting wall to 
prevent absorption into the general circulation. It 
is, therefore, well prepared to take care of cells that 
have been destroyed by the action of the .r-ray or 
similar acting agent. If then the tube is brought 
into direct contact with the lesion we completely de- 
stroy a certain component part of the cells. This 
dead material is furnished with proper avenues for 
escape; no burn will result under such circum- 
stances. 

The x-ray before absolutely destroying cells sim- 


ply causes inhibition of function. If we are dealing 
with a condition of functional over-activity, as in 
cases of acne, especially acne simplex and acne 
nodosum, hypertrichosis, hyperidrosis, enlarged tu- 
berculous glands, goiter, splenic enlargement, etc., 
the ray should then cover a large area with a medi- 
um dose, This can be accomplished in two ways: 
either by bringing the tube as before into direct 
contact with the skin, keeping it in constant motion, 
so that any one area receives but a short exposure; 
or by holding the tube at a safe distance, thirty 
inches or more, from the parts under treatment. 

If the close contact method is pursued the tube 
should be one of medium penetrating power, while 
if the same distance method be used, the tube must 
be of high penetrating power. The results are sim- 
ilar because the dose is similar, At any rate no der- 
matitis follows either method. 

Most of the skin lesions treated at Cornell were 
sent to me either because the affected area was too 
large for suitable plastic operation or the location of 
the lesion was such that other well-known methods, 
as excision by knife, the caustic paste or acids, could 
not well be applied. Every epithelioma responded to 
treatment, and some have remained cured for two 
years and over. During all this time there were but 
two recurrences, which again yielded to treatment. 

To state the average number of treatments would 
be misleading as that depends upon the size of the 
lesion, the length of the individual treatment and, 
last but by no means least, the recuperative power 
of the patient. The shortest number of treatments 
was twelve, while the greatest was over fifty expos- 
ures. The time of the individual exposures varied, 
according to circumstances, from five to twenty 
minutes ; the distance in all open lesions was direct 
contact, while in those covered by healthy skin either 
the movable direct contact with short exposure or 
the tube stationary thirty or more inches distant. 

The records at Cornell University show that 
there were treated, during the past two and a half 
years, by these methods, among a large variety of 
lesions : 

Epithelioma. 


Discharged and remaining cured .... 33 cases 
Recurrences again treated and cured 2 “ 
Under treatment at this time....... ii 


Lupus vulgaris. 


Discharged as cured 
Markedly improved 
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18 cases 
Lupus erythematosus. 
Discharged as cured ....... 2 cases 
More or less improved ............ "= 
Discharged unimproved ........... en 
Mycosis fungoides. 
Discharged as cured 00's 


At the New York Polyclinic these results are 
practically duplicated. 

This paper would hardly be complete did it not 
refer to the so-called chronic x-ray dermatitis of 
the operator, or all those who by occupation are 
forced within the field of the r-ray tube. 

The x-ray like all other,agents possesses several 
distinct therapeutic capacities. With very small 
doses it becomes an irritant and a stimulant, hence 
such reports as causing a regrowth of hair or stimu- 
lating the lanugo to take on an active growth. With 
a medium dose it acts by overstimulation as an in- 
hibitory agent with a particular predilection for all 
glandular structures, therefore it is indicated in all 
diseases where hypertrophy or physiological over- 
activity is present. With a large dose the -ray not 
only inhibits but absolutely destroys the life and the 
integrity of the cells. This sets free, in the parts 
exposed, the various component constituents of the 
cells, as the cell membrane, the protoplasm, the nu- 

‘cleus and the nucleolus. 

All these various parts, according to the dose 
received, are variously affected. Some are stimu- 
lated to increase, others are inhibited, while still 
others become dead tissue. The hands of the oper- 
ator should show the results of all these various 
factors, and that is beautifully illustrated by unfor- 
tunately too many in our ranks, from a simple hy- 
perkeratosis to actual sloughing of the tissues lead- 
ing to amputation and even the death of the oper- 
ator. Not only «do these lesions speak for them- 
selves, but we have mariy records of cases where 
one part of the hand, for instance, was over-ex- 
posed to the rays. In due course of time the usual 
reaction by the tissues set in. It became necessary 
to amputate that member ; although never again ex- 
posed to the x-ray the same dermatitis occurred in 
neighboring parts of the body. In some cases these 
secondary outbreaks required amputation. 

At a meeting of German Naturalists and Physi- 
cians held at Frankfort on the Main, in 1896, Wei- 
gert advanced an hypothesis the essential figures of 


which are that physiological structure and function 
depend upon the equilibrium of the tissues main- 
tained by virtue of mutual restraint between its 
component cells; that the destruction of a single 
integer or group of integers of a tissue or a cell 
removes a corresponding amount of restraint at the 
point injured, and, therefore, destroys equilibrium, 
and permits of the abnormal exhibition of bioplastic 
energies on the part of the remaining uninjured. 
components, which activity may be viewed as a com- 
pensatory hyperplasia ; that hyperplasia is not, there- 
fore, the direct result of external irritation, and can- 
not be, since the action of the irritant is destructive, 
and is confined to the cells or integer of cells that 
it destroys; but occurs rather indirectly as a func- 
tion of the surrounding uninjured tissues that have 
been excited to bioplastic activity through the re- 
moval of the restraint hitherto exerted by the cells 
destroyed by the irritant; and finally, when such 
bioplastic activity is called into play, there is always 
hypercompensation, that is, there is more plastic ma- 
terial generated than is necessary to compensate for 
the loss. 

TO RECAPITULATE: The .r-ray is an agent not to 
be condemned but rather to be praised. 

The so-called x-ray burn is no more the direct 
result of the x-ray than the same reaction when the 
part has been exposed to the ultra-violet ray, ra- 
dium or similar agents, and is, therefore, entitled to 
the name of radio-dermatitis. 

The x-ray when brought into direct contact with 
the tissues is far more active than radium and fur- 
nishes clinically better results. 

There is no accurate means at present whereby 
the effect of the x-ray can be measured; the reac- 
tion is largely due to conditions existing within the 
body of the patient. 

The r-ray is not a cure-all, but has its indication 
in certain selected cases; whenever possible malig- 
nant growths should receive the benefit of radical 
removal by knife, cautery or paste. 

When for any reason these measures cannot be 


used, then use the x-ray, but use it with judgment. 
1239 MApISoN AVENUE. 


TUBERCULOUS ADENITIS OF THE NECK. 

My experience has taught me that the large ma- 
jority of patients may be safely and successfully 
treated by a system of hygiene combined with slight 
operations which really become simply an aid to na- 
ture in effecting a spontaneous cure. Let us re- 
member that tuberculosis tends to result in spon- 
taneous arrest, and will do so where conditions are 
favorable-—ParkEr Syms in Pediatrics. 
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THE SUBMUCOUS OPERATION ON THE 
NASAL SEPTUM, WITH A PLEA FOR 
A MORE RAPID TECHNIC. 

J. E. Macxenrty, M.D., 


Assistant Surgeon, Manhattan Eye, Ear and Throat 
Hospital, 


NEW YORK CITY. 


The submucous operation on the septum consists 
in the removal of any bony or cartilaginous defor- 
mity in any part of the septum, from underneath 
the mucous membrane, without the destruction of 
the latter. 

In this paper it is my purpose to deal particularly 
with points in the technic of this operation govern- 
ing the saving of time. As a rule, in an ordinarily 
difficult case, from three-quarters to one and a half 
hours are consumed. In an experience extending 
over two hundred cases, I have succeeded in reduc- 
ing the time, in even the most difficult ones, to about 
one-half hour. The nervous strain and shock of 
prolonged, painful nasal operations are well known 
’ to those familiar with this work. These are not 
only manifest at the time, but where the operation 
is unduly long and painful, the patient frequently 
develops a nervous condition requiring considerable 
time to overcome. Hence any method tending to 
simplify and shorten this operation without inter- 
fering with its efficiency is, in my opinion, impor- 
tant, and, at least, some apology for again bringing 
forward this somewhat worn subject. 

The chief time-saving factors in this operation 


. Judicious selection and use of instruments. 
. Perfect anesthesia. 

. Thorough adrenalization. 

4. The avoidance of cocain poisoning. 


Instruments. The great number of instruments 
devised for this procedure make the “weeding out” 
process somewhat difficult ; nevertheless, it must be 
done, as much time is wasted in constantly changing 
from: one instrument to another. I have limited 
myself to the use of six instruments, viz., a rec- 
tangular knife (Fig. 1) for making the primary in- 
cision.. The blade should be about one-half cm. 
long. A separator (Fig. 2) for dissecting the mu- 
cous membrane from the bone and cartilage. This 
should be dull and have a slight curve at the tip. 
A curette (Fig. 3) for perforating the cartilage. 
The bowl should be round and the rim sharp. Two 
bone forceps (Figs. 4 and 5) for removing bone 
and cartilage. -A forked chisel (Fig. 6) for the re- 
moval of bone close to the base of the septum. A 


small nasal speculum (such as Bosworth’s) is the 
one used ; all the others for holding the flaps apart, 
in my opinion, are in the way. 

Anesthesia. Unless the anesthesia be perfect 
from the beginning to the end of the operation it 
will be impossible to work rapidly and much time 
will be wasted in re-cocainizing. A 10% solution 


Fig. 1. Angular Knife. 


of cocain is used on pledgets of cotton laid snugly 
against both sides of the septum, well above, be- 
hind, and below the deformity to be removed. Care 
must be taken to thoroughly cocainize the base of 
the septum, since it is in the removal of this portion 
that pain is most acutely felt and difficulty and de- 
lay are encountered. To avoid any unnecessary ab- 
sorption of cocain none should be allowed to drip 


Fig. 2. Separator. 


into the nasopharynx while the pledgets of cotton 
are being placed in position, therefore, after each 
application the patient is instructed to bow the head 
forward until the next pledget is ready. This is 
repeated until all the pledgets are in place. Then 
the patient is instructed to lean well forward with 
the head almost between the knees until the cocaini- 
zation is complete. This last procedure has done 
more in my experience to prevent cocain poisoning 
than any other measure I have tried. In fact, I 


Fig. 3. Curette. 


have encouutered no troublesome cocain symptoms 
since its adoption. About ‘fifteen minutes should be 
allowed for the cocain to thoroughly anesthetize the 
mucosa and bone. Adrenalin chlorid (1-1000) is 
then applied in the same way for five minutes. This 
is removed and if the patient shows no symptoms 
of cocainism it is my custom to apply, with a small 
piece of cotton on an: applicator, some pure cocain 
powder, rubbing it well into the mucosa over the 
deformity and beyond it in all directions and well 
into the floor. Then the parts are carefully wiped 
with dry cotton to remove any excess of cocain re- 
maining from the last application. Adrenalin is 


again applied for a few minutes. . We are now ready 
for the operation. | 
Thorough adrenalization of the nasal cavity is 
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necessary in time saving. Pure adrenalin must be 
used and must be used liberally. The pledgets of 
cotton should be thoroughly wet. I do not hesitate 
to use half a bottle of adrenalin in preparing the 
nose for operation. This does away with the neces- 
sity of constantly sponging blood from the field of 
operation. There must be but few cases in which 
adrenalin does not take effect. It is my custom to 


Fig. 4. Punch Bone Forceps. 


use adrenalin twice,—first, after the application of 
the 10% solution of cocain; and second, after the 
application of the pure cocain; taking it from two 
different bottles to make sure of its activity. In 
cases where the mucous membrane is not blanched 
by this application, adrenalin 1-3000 is injected un- 
derneath the mucosa. This has never failed in my 
hands to render the field bloodless. 

The Operation. With the rectangular knife an 
incision is begun as high in the septum as possible 
and well in front of the deformity. This incision 
is carried through the mucous membrane and ‘peri- 
chondrium down across the floor and well up against 


Fig. 5. Flat Bone Forceps. 


the external wall, and must include the perichon- 
drium and periosteum. 

It is important to make it long in order to get 
abundant room for subsequent procedures. Ample 
room is as important here as in other surgical fields, 
in time saving. In the average case the incision is 
one to one and a half inches in length. I never 
use the angular incision, employed by some opera- 
tors, as it is unnecessary if the above incision is em- 
ployed. If the deformity extends anterior to the 


line drawn from the inferior ends of the nasal bones 
to the maxillary spine (this might be called the 
naso-maxillary line) the incision should begin just 
under the former point, curve forward and then 
backward and end at the latter point. This leaves 
an arched support for the lower portion of the nose. 
With the separator the mucous membrane, including 
the periosteum and perichondrium, is dissected 
away from the deformity. Here the curved end of 
the instrument should be kept against the bone. By 
rapidly moving the tip backward and forward con- 
stant contact can be assured and more rapid work 
done. I have never found any need for a sharp 
separator. This separation should extend onto and 
across the floor as far as the outer wall and should 
be very thorough. Where the deformity is acutely 
angulated, if the operator will begin well above and 
work down to the angle, and then start again below 
and work up to it, he will not be in any danger of 
buttonholing the mucous membrane. As the mucous 
membrane is separated it should be gently stretched 
so that it will be baggy by the time the separation is 
complete, and fall easily out against the outer wall. 


Fig, 6. Forked Chisel. 


Then with the curette, which should be of the 
round bowled variety and sharp; (it is imperative 
that the curette should be sharp, since a dull curette 
is very liable—on account of the pressure necessary 
to perforate the cartilage—to injure the mucous 
membrane on the other side)—the cartilage should 
be attacked boldly and the button removed in one 
movement. Scratching through is a waste of good 
time. This does not in any way injure the mucosa on 
the opposite side, since when the curette penetrates 
the cartilage and impinges on the perichondrium of 
the other side, separation of the perichondrium oc- 
curs and the button of cartilage comes out. in the 
bowl of the curette. This hole should be reamed 
out, little shavings being removed from its periph- 
ery until it is of sufficient size for manipulation on 
the other side. The separator is then introduced 
through the hole and the mucous membrane dissect- 
ed away similarly on the other side, taking care. to 
remove it thoroughly from the floor. 

If the mucous membrane has been thoroughly 
separated on both sides and if the original incision 
has been large enough, it is a very simple. matter 
to remove the bone and cartilage from between the 
two mucose. -In doing this we. use the three re- 
maining instruments. If the deformity extends an- 
terior to the nasomaxillary line care must be exer- 


| 
| A 
) 
= 
—= — == 0 \ 
WN 
a 
| 
Ss | 
: 
n 
ll 
d 
is 


AMERICAN 
JOURNAL OF SURGERY. 


148 


MACKENTY—SUBMUCOUS SEPTUM OPERATION. 


May, 1908. 


cised in removing the cartilage, always keeping in 
mind the necessity of leaving a good support. The 
internal cosmetic effect, and even perfect result as to 
breathing must be somewhat sacrificed to this. Here 
the curette and the punch forceps are used, the 
operator removing carefully each little piece until he 
goes behind the naso-maxillary line; then he may 
safely proceed more boldly. Then with the flat 
bone forceps the upper portion of the bony septum 
(if the deformity extends in that direction) is re- 
moved. This part of the septum is generally thin 
and breaks away by using a gentle twisting motion. 
If small bites be taken at a time and the forceps 
gently rotated, the bites will come away without in 
any way injuring the septum in the vicinity. This 
flat forceps can be insinuated into very narrow 
places and is invaluable, in my opinion, in the re- 
moval of deformities which extend high up in the 
nose, and where there is contact between the septum 
and outer wall, and where the punch bone forceps 
cannot be inserted. For the removal of bone near 
the base a stronger forceps must be used. Here we 
use the punch bone forceps. This latter should be 
strong and have a short leverage. A great many in 
use have too long a leverage and consequently will 
not bite clean but spring when an effort is made to 
remove bone with them. In using this forceps close 
to the base firm pressure downward should be made 
in order to prevent slipping upward as the bite 
tightens. Frequently, the maxillary spine which lies 
near the front of the septum cannot be bitten off 
by this forceps and it is here that the forked chisel 
and mallet are useful in cutting away the bone close 
to the floor. The removal of the bone and cartilage 
should take but a few minutes if the previous steps 
have been properly done. 

If the mucous membrane is thoroughly separated 
no fear need be entertained of wounding it and the 
operator can proceed boldly. It is here that I find 
the greatest amount of time consumed. Time may 
be lost by separating part of the mucous membrane 
and removing a little bone, then a little more mu- 
cous membrane and a little more bone, etc. In this 
way there is grave danger of portions of the mucous 
membrane adhering to the bone removed and tear- 
ing holes in either flap, 

The cavity between the mucosz should be thor- 
oughly wiped out so as to remove any small frag- 
ments chipped off during the operation. This may 
be done by using pledgets of cotton on an applica- 
tor and wiping the floor of the cavity from behind 
forward, or by gently sweeping the floor of the cav- 
ity with the curette. If any fragments of bone are 
left a septal abscess is the probable consequence. 


If the bone removal has been extensive it is nec- 
essary to use a small rubber drain placed at the base 
of the incision and inserted for a depth about one- 
half inch, for the reason that when the mucous 
membrane edges come together they very quickly 
adhere and close off the space left between. There 
is always considerable oozing into this space, for at 
least twenty-four hours, and if the serous fluid is not 
drained off it may later produce a septal abscess, or 
the retained blood, becoming organized, may thicken 
the septum and destroy the effect of the operation. 

I do not deem it necessary to suture the incision. 
If the operation is deftly done the mucous flap will 
fall into position. Occasionally, where the operation 
has been very extensive, extending to the naso- 
pharynx, I perforate the mucosa on the side of the 
original incision far back near the nasopharynx for 
drainage in that quarter. The nose should then be 
gently packed on both sides, rubber protective being 
placed over the incision. Vaselin gauze is use |. 
Care should be taken not to pack the nose tightly 
since any undue pressure may destroy the circula- 
tion in the more or less injured mucosa. This pack- 
ing is removed with the drain on the second day 
after the operation. 

No douching or irrigation of any kind is advis- 
able. Frequent washing of the nasal cavities inter- 
feres with the natural bacteriolytic action of the 
nasal secretions. Gently wiping out every day with 
pledgets of cotton is preferable to douching. 

Reports occasionally come in of the dropping of 
the tip of the nose or of that portion lying between 
the tip and the nasal bones. This need never occur 
if care be taken to leave a bridge of cartilage be- 
tween the floor and the lower ends of the nasal 
bones. In no case should all the cartilage in the 
anterior portion of the septum be removed; in none 
of my cases has it been necessary. 

In children with this deformity it is my custom to 
break the cartilage up under anesthesia and put it 
into as good position as possible, maintaining it 
there until healing takes place ; then any redundancy 
in this portion of the cartilage can be removed by 
the submucous method leaving enough cartilage to 
maintain the proper shape of the nose. 

To sum up: Use as few instruments as possible. 

See that the operation is painless and the fiel:| 
bloodless. Practically no sponging is necessary ; it 
is a source of considerable delay. 

Make the incision ample. The mucous membrane 
must be separated thoroughly from the deformity 
and from the floor of the nasal spaces before any 
attempt whatever is made to remove the bone. This 
is necessary in order to facilitate the rapid removal 
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of the bone. If the mucous membrane is separated 
beyond the confines of the actual bone removed no 
harm is done and it quickly reunites with the bone. 
It is not necessary that each little piece of bone 
removed should be bitten off clean. I have never 
experiencéd any trouble from breaking the bone out 
in fairly large pieces. 
‘43 West 38TH STREET. 


BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. 


IrA S. Wire, M.D., 


NEW YORK CITY.. 


(Concluded from the April Number.) 


Acute bronchitis of the large bron- 
Broxcuims chi generally induces no leucocytosis 
or a very slight leucocytosis. When 
the finer bronchioles are affected, a polynuclear 
neutrophilic leucocytosis may ensue. The leu- 
cocytes may rise to 40,000. The relative neutro- 
philic leucocytosis, however, is not as high as oc- 
curs in pneumonia. As a complicating factor in 
interpreting the blood picture in a surgical condi- 
tion, it must be recalled that capillary bronchitis 
may cause a leucocytosis of 20,000 to 40,000. 
Chronic bronchitis seldom exhibits a leucocytosis. 
Emphysema exhibits a 
EMPHYSEMA moderate eosinophilia, 5%- 
BRONCHIAL ASTHMA 10%. When a paroxysm of 
bronchial asthma is impend- 
ing the eosinophilia increases. During the asth- 
matic attack, the eosinophiles may vary from 10% 
to 60%. This noteworthy eosinophilia is present 
in bronchial asthma, but not in cardiac or renal 
asthma. 
Whooping cough in the paroxysmal 
Pertussis _ state can be readily diagnosticated by 
the characteristic “whoop.” In the 
catarrhal state, the blood examination is of great 
importance for diagnosis. Fully 90% of cases of 
pertussis exhibits a relative and absolute lymphocy- 
tosis during the catarrhal stage. This hematologi- 
cal fact is serviceable in preventing a spread of 
the contagion in a ward by permitting early isola- 
tion of the patient. 

The lymphocytosis is more marked in children 
but is present also in adults. A persistent cough 
in a surgical patient and a concomitant lymphocy- 
tosis should be viewed with suspicion. The average 
relative lymphocyte count, during the catarrhal 


stage may be stated as follows for various ages 
according to Churchill: 


Secondary parotiditis is 
‘Epiwemic Paroripitis attended by the blood 
SECONDARY ParortipitIs changes incident to a sec- 
ondary infection with pos- 
sible consequent abscess formation. Leucocytosis 
may be high. Epidemic parotiditis (mumps) pre- 
sents as a hematological characteristic a relative and 
absolute lymphocytosis. The total leucocytosis 
varies from 8,000 to 13,500. The lymphocytosis is 
present at all ages even though the glandular tu- 
mor is very small. With bilateral mumps, the 
lymphocytosis is more pronounced than if only one 
gland is involved. The lymphocytosis is especially 
marked at puberty. With the development of com- 
plications, as orchitis or mastitis, the polynuclear 
neutrophiles relatively increase, though an abso- 
lute polynuclear neutrophilic leucocytosis does not 
occur. The relative leucocyte percentages in mumps 
and in secondary adenitis in children may be well 
contrasted as follows: 


Secondary 

Mumps. Adenitis. 

Lymphocytes .. 59.379 35-32% 
Polynuclear neutrophiles .. 38.32% 62.75% 
Polynuclear eosinophiles.... 2.28% 2.16% 
Polynuclear basophiles .... .43% 37% 


In uncomplicated diabetes, 

Drasetes Metpirus the leucocytes are normal. 

Leucocytosis during the 

course of diabetes is due to intercurrent conditions, 

as pneumonia, furunculosis, gangrene. As a result of 

blood concentration, polycythemia may occur. Dur- 

ing the period of cachexia, anemia of the chlorotic 
type develops. 

The most marked feature of the blood in diabetes 
is a hyperglycemia. Bremer’s test is occasionally 
valuable in determining a hyperglycemia when. the 
patient is comatose and no urine can be secured by 
catheterization. 

Make a thick smear of blood 

BrEMER’s Test from the suspected case on a 
glass slide. Make a_ similar 

smear of normal blood as a control. Heat both 
slides to 130° C. Allow the slides to cool slowly. 
Stain both blood spreads for two minutes with a 
freshly prepared 1% aqueous solution of congo 
red. Wash the smears with water. The normal 
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blood is stained red. The diabetic blood takes no 
stain or assumes a yellow tint. The same reaction 
to Bremer’s test may be present occasionally in leu- 
kemia, Grave’s disease, and very occasionally in nor- 
mal blood. 

The most common intestinal para- 
INTESTINAL site, tenia sagginata, oxyuris ver- 
PaRASITES _ nicularis and ascaris lumbricoides may 
or may not induce a leucocytosis. 
Eosinophilia of a low degree, averaging 6% to 7%, 
is generally present. Anchylostoma duodenale is 
almost invariably accompanied by a high eosino- 
philia. Bothriocephalus latus may cause severe 
anemia of the pernicious type. The red corpuscles 
may fall to 400,000 and the hemoglobin may be 
reduced to 10%. 

The term sudanophilia is ap- 
plied to the staining reaction to 
Sudan III. of minute fatty drop- 
lets found within leucocytes. 0.2% Sudan III and 
0.1% cresyl blue in absolute alcohol is applied to a 
moderately thick blood smear. If fatty droplets 
are present, they take a brilliant red stain. 


SUDANOPHILIA 


The presence of fat droplets within the leucocy- 
tes is believed to be very suggestive of suppuration. 
Inasmuch as the sudanophilia is present after oil 
injections or meals containing abundant oil, its 
value as a definite index of suppuration is slight. 
Sudanophilia is sometimes present in the blood dur- 
ing obesity, or after fracture of the long bones. It 
is quite constantly present in lobar pneumonia 
after the stage of resolution has begun. It has 
been noted in otitis media, mastoiditis and intra- 
cranial abscess, but its value in otology is still very 
indefinite. 

In chronic encysted conditions, the reaction is 
lacking. The entire surgical value of sudanophilia 
is at present open to much question. 

Arneth is sponsor for a the- 
ory which may possibly prove 
to be of some prognostic value 
in surgery. He claims that 
there is a difference in phagocytic power between 
young and older polynuclear neutrophilic cells. Ac- 
cording to Arneth the older polynuclear cells whose 
nuclei are composed of three or more lobes, possess 
the most active phagocytic power. 

As an index of phagocytic power, Arneth deter- 
mined the actual number of polynuclear leucocytes 
per cu. mm. containing nuclei of three or more 
lobes. This computation requires three steps: 

1. Determination of the total leucocyte count. 
2. Determination of the relative polynuclear neu- 
trophile count. 


ENUMERATION OF 
NucLEAR Loses 


3. Determination of the number of cells with nu- 
clei of three or more lobes. 

The youngest polynuclear cells have a single nu- 
cleus though the chromatin substance may be ar- 
ranged in various forms. As the cells become 
older, there is a tendency to lobe formation. The 
lobes are merely connected by fine strands of nu- 
clear substance. Firfally, the lobes become wholly 
separated from the main nuclear mass, as far as 
staining can determine. 

Arneth’s figures have not met with general accep- 
tance in regard to the percentages of various lobed 
nuclei. His observations found more four- and 
five-lobed nuclei than other observers up to the 
present time. The following average count of 
Knowatski may be considered a fair normal aver- 
age (an isonuclear picture). 


Number of nuclear lobes 
in a leucocyte ..... I 2 3 4 5 
Normal percentage .... 24 45 25 5 I 


It is noticeable that two- and three-lobed nuclei are 
most numerous, followed by the one-, four- and 
five lobed nuclei. A departure from this normal 
type is termed an anisonuclear picture. 

During pathological processes the two-lobed and 
three-lobed nuclei appear to decrease, while the 
young cells with one lobe increase. The four- and 
five-lobed nuclei disappear. There are many ob- 
servers who attach some prognostic value to an 
enumeration of the lobes of the nuclei of the poly- 
nuclear cells. The single lobed nuclear cells in- 
crease in the beginning of various diseases. While 
the pathological process progresses, this increase 
continues. When the disease becomes stationary, 
the relative number of one-lobed cells remains 
stationary. As a return to normal health occurs, 
the one-lobed nuclear cells decrease and the two- 
lobed and three-lobed nuclear cells increase until 
convalescence is established. The isonuclear pic- 
ture may not be reached for several weeks. 

This determination may prove to be of prognos- 
tic value in those cases of infection where the total 
leucocyte count is only slightly elevated or where 
a leucopenia exists or in cases attended with lymph- 
ocytosis. At present, it is very doubtful whether 
it will yield the surgeon as much prognostic in- 
formation as does the differential leucocyte count. 


BLoop CULTURES. 


‘ While general bacteriological work is scarcely 
within the domain of surgical routine, some infor- 
mation regarding blood cultures is essential to com- 
plete this survey of surgical hematology. 
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As has been previously stated blood cultures are 
especially valuable in diagnosis when an organism 
has been recovered from the blood. Negative cul- 
tures must not be interpreted as meaning the ab- 
sence of an infecting organism, but merely that the 
culture was unsuccessful in finding bacteria in the 
blood. At times blood culture may be the only 
means of determining upon a diagnosis ante- 
mortem. 

If no organism is secured by the first blood cul- 
ture the examination should be repeated, using a 
larger quantity of blood. 

The prognostic value of blood culture is indef- 
inite. A conservative idea of the intensity of the 
infection may be‘secured by noting the number of 
colonies developing after plating one cubic centi- 
meter of blood. This gives, however, no accurate 
index of the toxic properties of the infecting or- 
ganism. Mixed infections are generally fatal. Any 
bacteremia is dangerous, to say the least. 

Identification of the organism recovered requires 
the facilities of a general laboratory, to which spec- 
imens already plated in Petri dishes may be sent. 
For purposes of rapid diagnosis blood culture is of 
little value. To clear up the diagnosis in septic 
cases it is often invaluable. As a word of caution, 
it is important to remember that the larger the 
quantity of blood examined the more successful is 
the culture likely to be. In the majority of in- 
stances 10 cc, to 25 cc. suffices, 

Streptococci are readily cultured and recovered, 
providing at least 10 cc. of blood are used and more 
than one examination is made. Streptococci may 
be demonstrated in the blood in 25% of cases of 
puerperal sepsis. Ninety per cent. of cases of septi- 
endocarditis show streptococcemia. In general 
streptococcic sepsis the organism is recoverable in 
20% of cases. Streptococcemia may follow infec- 
tions from tonsilitis, mastoid disease and otitis me- 
dia. Staphylococci are easily recovered in general 
infections due to that cause, as in staphvlococcic 
osteomyelitis, pyemia, endocarditis, infective throm- 
bophlebitis, postoperative sepsis. 

Bacillus typhosus may be recovered in 75% of 
cases of typhoid fever. They are rarely found 
after the fourth week. They may be demonstrated 
in the blood at times when the Widal reaction is 
lacking. 

Pneumococci are occasionally found in the blood. 
When they are present there is a very intense in- 
fection. In old people, with few physical signs of 
pneumonia, the recovery of the pneumococci may 
clear up the diagnosis. Pneumococci have been 


found in blood of cases of ethmoiditis and frontal 
sinusitis with brain abscess. 

Technic.—In the process of securing blood for 
blood culture an aseptic technic is imperative. The 
skin over the median cephalic or basilic vein, or 
over any prominent vein on the dorsum of the hand 
or foot should be thoroughly cleansed. Scrubbing 
the skin with tincture of green soap and hot water, 
followed by alcohol and then the application of a 
compress of 1-1000 bichlorid of mercury solution 
is sufficient. Sterilization of the skin by potassium 
permanganate and oxalic acid method is also effec- 
tual. A firm band is placed around the arm or leg 
above the prospective point of vein puncture, and 
the vein is allowed to become distended with blood. 

It is unnecessary to incise the skin over the vein 
unless the area is very fat or edematous. As an 
extra precaution, to avoid contamination from 
staphylococci and other bacteria resident in the skin, 
an incision is never contraindicated, however. 

A syringe of at least 20 cc. capacity is required. 
The syringe should be of such construction as to 
allow dry sterilization at 150° C. for one hour or it 
should be able to stand boiling for 15 minutes or the 
autoclave for 15 minutes. The needle should be 
short, stiff, preferably of hardened platinum, allow- 
ing sterilization in a flame. The needle should not 
be sterilized in carbolic acid or bichlorid of mercury 
solution. Above all, the needle should be sharp. 

The vein being well swollen with blood, the needle 
is plunged directly into it, in a direction counter to 
the blood stream. The vein thus entered, little 
aspiration is required to secure 5 cc. to 25 cc. of 
blood. The band is removed from the arm or leg 
before withdrawing the needle. 

The aspirated blood is quickly divided into tubes 
of melted agar-agar at a temperature of no higher 
than 45° C. The tubes containing the blood and 
melted agar-agar are thoroughly agitated and the 
well mixed contents are carefully poured into sterile 
Petri dishes. The Petri dishes are then placed in 
an incubator and examined every twelve to twenty- 
four hours. The plates should be examined for 
three or four days at least, at the end of which 
time, if no colonies have been found. they may be 
regarded as sterile. To avoid error all superficial 
colonies developing within twenty-four hours are 
regarded as contamination growths. Deep growing 
colonies, especially if found in more than one plate, 
are not to be regarded as contamination forms. 
While blood agar-agar has been described as of 
most general service, recourse must frequently be 
had to numerous other media only to be had in 
large laboratories. 
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the admixture of more blood serum than the ordi- 
nary bacteria. The streptococci, staphylococci and 
pneumococci require considerable blood for suc- 
cessful cultures. The beginner in blood culture 
work has the greatest number of contaminated cul- 
tures. The commonest contamination form is 
micrococcus epidermidis albus. All colonies on the 
Petriplates require special study. It is impossible to 
determine the identity of an organism by its appear- 
ance or manner of growth on blood agar. 
Negative blood cultures must be viewd with sus- 
picion in diagnosis. The following conditions may 
account for the frequency of negative cultures. The 
infecting organism may not grow upon the culture 
media utilized. The bacteria though present in the 
blood were not in the portion of blood secured for 
culture. The infecting bacteria may have been 
present in the blood stream and have disappeared 
previous to the time of culture. The bacterial 
growth may be localized in a venous thrombus. 


RECTAL “DON’TS.” 
Jerome M. Lyncu, M.D., 


Lecturer on Rectal Surgery, N. Y. Polyclinic and 
St. Bartholomew's Clinic, 


NEW YORK, 


Don't take anything for granted—see for your- 
self, 

Don't take it for granted that a patient is suf- 
fering from hemorrhoids simply because he tells 
you so. He may have the piles; but he imay also 
have something more serious. 

Don't move the bowels for eight days after a 
“Whitehead” operation. 

Don't treat a patient for prostate trouble, without 
first eliminating fissure. Fissure in ano very often 
causes retention of urine—or the reverse, frequent 
urination. 

Don't decide a patient is suffering from flights 
of the imagination when he tells you that he must 
move his bowels, following a hemorrhoidal opera- 
tion. It is well to make an immediate examination, 
in such cases, as the patient is possibly having a 
hemorrhage. 

Don't, necessarily, be alarmed when a patient 
has a rise of temperature following a rectal hemor- 
thage, for it will probably subside in a few days. 
However, it is well to keep careful watch, as it may 
mean infection. 

Don’t prescribe for a patient with diarrhea, with- 
out searching for the cause; for it may mean a 
Feebly growing bacteria, like gonococci, require 


malignant condition, Diarrhea is one of the earliest 
symptoms of cancer. 

Don’t take it for granted that a patient is suffer- 
ing from bleeding piles just because he passes blood 
every time he has a movement of the bowels, be- 
cause he may be suffering from prolapse of the sig- 
moid, ulceration, fissure, or cancer. 

Don’t advise an operation for the relief of hemor- 
rhoids without first eliminating cancer, cirrhosis of 
the liver, and stricture. 

Don’t advise an operation for the relief of hemor- 
rhoids in a patient suffering from tabes dorsalis. 
If you do you will spend many a sleepless night 
trying to stop the hemorrhage. Moreover, these 
cases are never relieved by operation. ~ 

Don’t be alarmed if diarrhea follows an opera- 
tion around the rectum, in which you are using 
dressings of balsam of Peru and castor oil, as this 
medication sometimes produces diarrhea. Stop 
using it and substitute ichthyol, and the diarrhea 
will subside. 

Don’t try to replace: “Lynch’s Tube” in the rec- 
tum, if it has accidentally come away; for the re- 
insertion is apt to work injury. 

Don't forget to give your patient a hypodermatic 
injection of morphin after a rectal operation, before 
he comes out of the anesthetic. It saves a good 
deal of suffering, as the chances are that the pain 
will not be severe by the time the morphin has worn 
off, and the patient will not know he has had an 
anodyne. If the patient is given morphin after he 
has come out of the anesthetic, he will often insist 
on its being repeated and on its being kept up. You 
are then in trouble to eliminate it from the program. 

Don’t remove the first packing, after an operation 
for fistula, till after forty-eight hours have elapsed. 

Don’t treat all cases of constipation alike. Some 
need drugs; some, local treatment, and still others 
require operation. 

Don’t forget prolapse of the sigmoid, if a patient 
gives a history of chronic constipation and has 
periodic attacks of severe griping pain, followed by 
the passage of blood. These cases are generally re- 
lieved, for the time being, by enemas, given in the 
knee-chest position. 

Don’t let your nurses blister your patients with 
hot-water bags. The water should always be pre- 
pared in a pitcher, and not run direct into the bag. 
Direct the nurse to test it by thermometer, and see 
that it is not above 120° F. A flannel cover over 
the bag is also advisable. 

Don’t give a cathartic for two weeks following 
the closure of an artificial anus ; you may have to do 
a resection, if you do. 
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THE OPERATING ROOM EQUIPMENT AND 
TECHNIC OF ASEPSIS. 

While the furnishings and general systems of all 
well equipped operating rooms agree fundamentally, 
they differ in details which, carefully studied, may 
be found to go far towards constantly maintaining 
or occasionally marring a strict and uniform plan 
of asepsis. 

The ideal operating room equipment has probably 
not yet been planned. An apparatus or arrange- 
ment intended to avoid one defect often involves 
another; and a plan of furnishing suited to one 
room may be awkward in another. Thus, in a large 
amphitheater it is convenient to have the instru- 
ment sterilizer close at hand; but in a small operat- 
ing room the steam from the apparatus makes the 
temperature. uncomfortably high and, moreover, it 
may condense on the ceiling and therefrom drip on 
the sterile supplies. For a small operating theater, 
therefore, it is better to locate the instrument ster- 
ilizer in an anteroom, or in a wall space provided 
with a ventilating hood. 

In connection with this subject, we take pleasure 
in presenting to ‘our readers the very suggestive 
article, in this issue, by Dr. W. S. Schley, who has 
given much thought to the simplification and me- 
chanical adaptation of the operating room para- 
phernalia. 

The arrangement and means of manipulation of 


the surgical furniture are essential to the division 
of labor in the operating room, and they contribute 
to a large degree to the system and discipline of 
asepsis. But even more important in the latter 
regard are the details observed in the actual hand- 
ling of the sterilized materials. An assistant who 
needlessly handles sponges, instruments, or dress- 
ings, “because they are sterilized,” or rests his 
hands upon his hips, “because his gown has been 
disinfected,” has not yet learned that the essence of 
asepsis consists in avoiding, as far as possible, con- 
tact with everything, sterilised and unsterilized. 
Instruments and sponges that were sterile when 
handed to the surgeon may not be so after they have 
been in the wound; and the gloved hand of the 
nurse who removes soiled sponges from their 
handles at one stage of an operation, should not be 
regarded as sufficiently clean for passing sponges 
and dressings at a later stage. 

Briefly stated, therefore, that discipline approach- 
es the perfection of aseptic technic which reduces 
to the lowest minimum consistent with order and 
despatch, the handling of instruments, ligatures and 
gauzes in transit from their sterile containers to the 
wound, 


SERUM REACTIONS IN SYPHILIS. 

In the past few months, several serum reactions 
for syphilis have been announced, which, there is 
some reason to believe, will shortly be applicable for 
clinical purposes. These reactions are of particular 
importance, because they are supposed to apply to 
the so-called parasyphilitic manifestations (e. g., 
tabes), as well as to the acuter forms. 
The impulse toward this field of research was 
given by the now comparatively well-known com- 
plement-fixation reaction of Wasserman, The proc- 
ess by which this reaction is obtained is exceed- 
ingly complicated. It will be sufficient to say that 
the reaction depends upon the fact that a serum in 
which the complement has been fixed, is made to 
bring about hemolysis by the addition of an extract 
of syphilitic material. Landsteiner found that the 
active agent of the syphilitic material was present 
in an alcoholic extract, and the deduction was there- 
fore made that the active agent belongs to the 
lipoid group of chemical substances. In experi- 
menting upon this phase of the subject, Porges 
found that a solution of one of the typical lipoids— 
cholesterin—gave a precipitate in the presence of 
syphilitic serum, while non-syphilitic serum did not. 
Soon after this announcement, Levaditi showed that 
the same was true if, instead of cholesterin, sodium- 
glycocholate was used. Even more recently, Klauss- 
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ner, acting on the assumption that the active agent 
is a globulin, found that a precipitate was obtained 
by merely adding syphilitic serum to ordinary dis- 
tilled water. 

Although both these reactions are in existence 
but a few months, investigations have already shown 
that while they are positive in the majority of cases 
of syphilis, they are not entirely specific inasmuch 
as the sera of tuberculosis and cancer patients also 
give the reactions in a fair percentage of cases. At 
all events, it would appear that a promising field 
of research has been entered, and it is hoped that 
the disturbing factors in the reaction will soon be 
eliminated. This consummation is, indeed, expected 
by the investigators.—E. M. 


THE X-RAY DIAGNOSIS OF URINARY CAL- 
CULI. 

It has become a truism that the most valuable 
diagnostic sign of urinary calculus is the demonstra- 
tion of its shadow on an +-ray plate. But, more 
than that, such a demonstration is a pre-operative 
necessity in practically all cases (excluding those of 
vesical calculus determined definitely by the cysto- 
scope or searcher), since “most patients having typi- 
cal attacks of renal colic do not have stones, and, 
on the other hand, only very few of the patients 
who have calculi have symptoms sufficiently charac- 
teristic to justify an operation” ; “about one-quarter 
of the patients in whom calculi are found have the 
most pain on the opposite side” ; and there is a “sim- 
ilarity of symptoms of chronic appendicitis and 
renal or ureteral calculi.” We quote these signifi- 
cant statements from the article on Radiographic 
Diagnosis of Renal Lesions, by Lewis Gregory Cole, 
in the N. Y. Medical Journal, April 25, 1908. The 
skiagraphic finding, again, is of vast importance 
since it can hardly longer be claimed that there are 
some varieties of calculus that cannot be demon- 
strated by this method. 

To be sure, this x-ray diagnosis is valuable only 
when made by an expert, for the technic of the 
exposure has developed considerable refinement and 
the interpretation of the plate requires long experi- 
ence. There is a variety of shadows and stains 
which may appear in the skiagraph and which the 
practiced eye must differentiate from calculus sha- 
dows. Cole enumerates these as follows: 1, Fecal 
concretions; 2, gallstones; 3, calcified costal cartil- 
ages of the eighth and ninth ribs; 4, spicule of 
Sone ; 5, small calcareous bodies or so-called phle- 
boliths ; 6, folds of intestines ; 7, enteroliths ; 8, for- 
eign bodies in intestines; 9, calcified arteries; 10, 
calcified lymph nodes; [11, prostatic’ calculi]; 12, 


finger marks; 13, developing stains from uneven 
flood of developer ; 14, flaws in plates; 15, tubercu- 
lous kidney; 16, shot in back; 17, unknown. To 
these may be added pus collections, especially in the 
kidney, not necessarily tuberculous. 


ENDOANEURISMORRHAPHY. 

Dr. Rudolph Matas, 2255 St. Charles Avenue, 
New Orleans, La., is compiling the statistics of 
operations for the cure of aneurism by his method 
of intrasaccular suture (endoaneurismorrhaphy), 
and will be obliged to all surgeons who have had 
experience with this operation for a brief report of 
their cases. 


THE AMERICAN Mepicat Eprrors’ AssoctaTION. 

Just preceding the meeting of the American Med- 
ical Association, the American Medical Editors’ 
Association will hold its annual session at the Audi- 
torium, Chicago, on May 30th and June rst. A di- 
versified and interesting programme has been pre- 
pared. Medical editors not members of the Asso- 
ciation, are invited to attend. 


Surgical Suggestions. 


Persistent, remittent fever after an acute infec- 
tion of the knee joint is usually due to a systemic 
invasion. Such cases are best treated by laying the 
joint wide open (Mayo operation). 


A large, slowly healing superficial ulcer of the leg 
may be due to a thrombosis of one of the small 
vessels leading to that part. Of course, syphilitic 
etiology must first be ruled out. 


If a patient persists in running evening tempera- 
tures which cannot be accounted for after a thor- 
ough physical examination and blood examination, 
one should place the patient on increasing doses of 
the iodids, for the fever may be due to an old 
syphilitic infection. 


In cases of suspected fracture of the skull, per- 
cussion-auscultation will be found a valuable pro- 
cedure where all the other signs and symptoms have - 
been negative. The procedure is the following: 
The forehead is repeatedly tapped sharply in the 
median line with the middle finger, the stethoscope 
being moved from one point to another from before 
backward. If a fracture be present, a cracked-pot 
sound is elicited just beyond it. The corresponding 
part of the head on the other side should be auscul- 
tated to eliminate possible error. 
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Variations of the Bones of the Hands and Feet. A 
Clinical Atlas. By Tuomas Dwicut, M.D., LL.D., 
Parkman Professor of Anatomy at the Harvard Med- 
ical School. Large octavo. Philadelphia and London: 
J. B. Lippincorr Company, 1907. Price, $5.00. 


The radiographist has learned to be on the lookout for 
occasional bone anomalies, especially in the wrist and foot, 
lest he report them as fractures or other pathological con- 
ditions. Comparison with the other side of the body will 
not always: help him in the differentiation. Therefore such 
atlases as this one, aside from their academic interest, will 
prove useful for reference purposes in x-ray laboratories. 

This work consists of 36 plates, bearing 79 half-tone re- 
productions of skiagraphs and skeletal specimens; and 
twenty-five pages of text descriptive of the anomalies of 
the bones of the hands and fect (especially additional 
bones and fusions) as observed by the author and by other 
anatomists, notably Pfitzner. 

Just as one may fall into the error of proclaiming a 
subdivided or supernumerary bone as a fracture, so, too, 
may one make the opposite mistake of accepting as an 
anomaly an actual pathological condition. This latter we 
believe the author has done in one instance. We refer to 
figure 75, the skiagraph of a foot showing, apparently, a 
fracture through the base (tuberosity) of the fifth meta- 
tarsal. The condition is described as the presence of a 
vesalianum (an anomalous separation of the tuberosity of 
the fifth metatarsal). Following is the legend of the pic- 
ture: “Fig. 75. Veselianum. -An x-ray of the foot of a 
girl (?), aged 13, showing a separate element very clearly. 
There is no suspicion of injury, for the skiagraph was 
taken on account of a bullet wound in another part of the 
foot. I have placed a question mark after the word ‘girl’ 
because my record of the sex is lost, but there is very little 
doubt on the point.” This is not at all convincing. The 
appearance in the skiagraph is very like that of a frac- 
ture. No dissection was made. The absence of a history 
of injury is not sufficient to exclude this particular frac- 
ture; indeed, it may well have occurred from twisting or 
inverting the foot unconsciously by reason of the pain 
caused by the bullet. In his text the author states that 
the vesalianum in the foot is “excessively rare,” and ad- 
mits that, aside from a doubtful observation in the dis- 
section of the macerated foot of a new-born, he has seen 
no instance of it except this skiagraph. It must be re- 
membered, too, that Pfitzner’s studies, upon which Pro- 
fessor Dwight bases his work, were published several 
years before fracture of the base of the fifth metatarsal 
by indirect violence was first described. 

We commend this atlas to skiagraphists, and to all those 
interested in human and comparative anatomy. Our re- 
view would be incomplete without a word of. praise for 
the publishers, not only for the admirable quality of the 
plates, but also for the niceness and the accuracy of the 
typography. 


Von Bergmann und Rochs’ Anleitendene Vorlesungen 
fur den Operations-Kursus an der Leiche (von 
Bergmann and Rochs’ Lecture Course in Operative 
Surgery on the Cadaver). Bearbeitet von A. Bier und 
H. Rocus. Fifth Edition. Duodecimo; 463 pages; 144 
illustrations. Berlin: Aucust HirscHwALp, 1908. 


The appearance of this well-known manual of operative 
surgery in its new form will doubtless be greeted with 
great satisfaction not only by the student, but also by the 
practitioner who may wish to rapidly orient himself in 
any particular field of major operative work. Written 
primarily for those taking an operative course on_ the 
cadaver, it will be found extremely useful both in eluci- 
dating the essential steps of the more important opera- 
tions, and in teaching the student the most important in- 
dications for the various operative procedures. In 25 lec- 
tures covering 463 pages the authors have included a vast 
amount of important material, chiefly confining themselves 
to those methods that have proven to be most reliable. 


The book has been thoroughly revised and brought up to 
date, and even some of the newer procedures, such as 
Heidenhain’s suture, Neisser’s probatory puncture of the 
brain, Killian’s operation for frontal sinus disease, Ssaba- 
— osteoplastic amputation of the thigh, have been 
added. 

We can heartily recommend this volume to the German- 
reading medical student, for we feel that in its study he 
will not burden himself with unnecessary facts, but will 
gain the essence of what is most important in major op- 
erative surgery. 


Manual of Surgery. By Atexis THomson, F.R.C.S. 
(Ed.), Assistant Surgeon, Edinburgh Royal Infirm- 
ary; Surgeon to the Deaconess Hospital, Edinburgh; 
and ALEXANDER Mites, F.R.C.S. (Ed.), Assistant 
Surgeon to Leith Hospital. In Two Volumes. Volume 
first, General Surgery; Volume second, Regional Sur- 
gery. Second Edition, revised and enlarged. Duo- 
decimo ; 1624 pages; 515 illustrations. Philadelphia and 
London: J. B. Lipprncorr Company, 1908. 


This is one of the most satisfactory manuals of surgery 
that we have seen in recent years. The authors are to be 
congratulated on their keen appreciation of the scope of 
such a work. They have wisely eliminated all histology and 
pathology (except as they bear upon diagnosis and treat- 
ment), and detailed description of operations; and have 
curtailed as far as possible all theoretical and debatable 
matters. The ultimate residue, therefore, practically em- 
braces only that part of surgery that practitioners and 
students are particularly interested in. We have noted 
no important omissions or any evidences that the authors 
are not thoroughly up to date. In a few instances, a dif- 
ference of opinion in regard to treatment might be raised, 
but this is only to be expected. The illustrations, while 
largely wood cuts, are satisfactory. The text is written in 
an easy unambiguous style, and only two errors in spelling 
have been noted. Cladius should be Claudius on page 36, 
and Koranje should be Koranji on page 613. We take 
pleasure in recommending this manual to students and 
practitioners. 


Cancer, Relief of Pain and Possible Cure. By SKENE 
KeituH, M.B., F.R.C.S. (Ed.) and Georce E. Kerrn, 
M.B., C.M. Duodecimo; 155 pages. New York: THe 
MaAcMILLAN Co., 1908. Price, $1.25. 


This little volume modestly sets forth the result of the 
long continued trial of an injection consisting of iodipin, 
arseniate of iron, cacodylate of iron and cinnimate of 
soda in inoperable cases of carcinoma and sarcoma. A 
few cases of supposed cure have been encountered, but at 
least in nearly every instance the pain has been greatly 
diminished and the general health improved. The authors 
have also tried other methods when first announced—such 
as x-rays, radium, trypsin, yeast, etc——but without suc- 
cess. Although the book leaves much to be desired when 
regarded from the literary point of view, it should re- 
ceive recognition as a conservative and honest report of 
work carried out faithfully under the most discouraging 
conditions. The value of the method can be tested only 
by further trial. 


Nouveau Traite de Chirurgie. Publié sous la direction 
de A. LeEDenTu et Pierre Detpet. Volume XX. Corps 
Thyroide, Myxoedeines, Thyroidites et Strumites, Goi- 
tres, Cancers Thyroidiens. Par Lton Bérarp, Profes- 
seur Agrégée a la Faculté de Médecine de Lyon, Chi- 
rurgien des Hépitaux. Octavo; 407 pages; 112 illus- 
trations. Paris: J.-B. BamLyire et Firs, 1908. 


This volume of the series is a full, modern, well illus- 
trated monograph dealing with all phases of the diseases 
of the thyroid gland. The pages treating of the distri- 
bution and causes of goiter and cretinism are of special 
interest. The surgery of the gland is described in detail. 
In Basedow’s disease antithyroid sera and thymus extract 
are recommended; if these fail, operative measures are 
advised. This volume appears to be the best of those that 


have thus far appeared in the “Nouveau Traité. 
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Confessio Medici. By tHe AvutHor or “THE YouNG 
Peopie.” Duodecimo; 158 pages. New York: THE 
MaAcMILLAN Company, 1908. Price, $1.25 net. 

To the reviewer, a book that takes him away from the 
purely technical side of medicine, is as rare as it is wel- 
come. This is especially true when it is the product of a 
ripe mind, and couched in a style of much charm and of 
real literary merit. The essays composing this volume 
embrace a philosophical survey of a medical career, begin- 
ning with an essay on Vocation, and ending with a dis- 
course on Retirement. The author’s thoughts breathe a 
spirit of lofty resolve, and his discourses are stimulating 
in their suggestiveness. For those physicians who take 
an interest in the philosophic aspects of their vocation, we 
predict pleasant hours in the perusal of this book. 


Clinical Treatises on the Symptomatology and Diag- 
nosis of Disorders of Respiration and Circulation. 
By Pror. EpmMuNpD von Neusser, M.D., Professor of 
the Second Medical Clinic, Vienna. Authorized Eng- 
lish translation, by ANpREw McFarvane, M.D., Pro- 
fessor of Medical Jurisprudence and Physical Diagno- 
sis, Albany Medical College; Attending Physician to 
St. Peter’s and Child’s Hospital, and Albany Hospital 
for Incurables. Part Second: Bradycardia and 
Tachycardia, with bibliography. Duodecimo; 147 
pages. New York: E. B. Treat AND CoMPANy, 1907. 
Price, $1.25. 

Although the subjects of this volume, bradycardia and 
tachycardia, do not, at first glance, appear to lend them- 
selves greatly to novelty of treatment, it is surprising what 
a vast amount of light can be thrown on these well worn 
topics by such a consummate clinician as von Neusser. 
This little volume contains valuable hints and observations 
on almost every page. We quote a few as examples: “In 
the course of scarlet fever, tachycardia is one of the most 
important clinical signs, but the sudden onset ot brady- 
cardia is not infrequently the first symptom to announce 
the onset of a nephritis with uremia.” “When there is a 
striking retardation of the pulse in the course of an in- 
flammation of the lungs, a complication on the part of the 
brain, especially a meningitis, should at once be thought 
of.” “In gastric ulcer, pulse retardation may outlast both 
gastric pain and vomiting and may therefore be of diag- 
nostic and prognostic importance as a sign of latent or 
still existing gastric ulcer.” Inasmuch as this volume is 
a translation of a monograph published nearly a decade 
ago, some chapters, for instance, that on Stokes-Adams 
disease, should have been revised in the light of recent in- 
vestigations. The translation has been well done, with 
the exception of the temperatures, which have been re- 
tained in Celsius figures. 


The Blues (Splanchnic Neurasthenia); Causes and 
Cure. By Arsert Aprams, A.M., M.D. (Heidelberg), 
F.R.M.S., Consulting Physician, Denver National Hos- 
pital for Consumptives; The Mount Zion and French 
Hospitals, San Francisco. Third Edition. Duodecimo; 
277 pages; illustrated. New York: E. B. Treat & 
Co., 1908. Price, $1.50 net. 


The second edition of this book was reviewed in the 
AMERICAN JOURNAL OF SuRGERY, January, 1906. This edi- 
tion differs from the preceding merely in the addition of 
a note in the Appendix dealing with “The Vasomotor Test 
in Splanchnic Nevrasthenia,” and a chapter on Intestinal 
Autointoxication. 


Books Received 


Diseases of the Breast, wih Special Reference to Cancer. 
By Wiiu1am L. Ropman, M.D., LL.D., Professor of 
Surgery in the Medico-Chirurgical College of Phila- 
delphia; Professor of Surgery in the Woman’s Med- 
ical College of Pennsylvania, etc. Octavo; 385 pages; 
69 plates and 42 other illustrations. Philadelphia: P. 
Biakiston’s Son & Co., 1908. Price, $4.00 net. 


Twenty-first Annual Report of the State Board of 
Health of the State of Ohio. For the Year End- 
ing December 31, 1906. Octavo; 551 pages. Cloth. 


Progress in Surgery. 


A Résumé of Recent Literature. 


Dorsal Pain in Cancer of the Breast (De la Douleur 
dorsale dans le Cancer du Sein). Detore and Battt- 
vET, Lyons. Revue de Chirurgie, February, 1908. 

Pain in the back and in the scapular region may be due 
to the compressive effect of enlarged carcinomatous lymph 
nodes on the subscapular nerves. The authors were able 
to convince themselves of this fact in a number of cases 
of cancer of the breast, where dorsal pain was a prominent 
symptom. Involvement of the subscapular chain of lymph 
glands is very frequently attended with sensory symptoms 
because, with every movement of the teretes muscles and 
latissimus dorsi, the subscapular nerves suffer compression 
against the scapula upon which they lie. In the case of 
the other nerves in the axilla, there is much more room for 
displacement, and compression effects are not so likely to 
occur. We should, therefore, think primarily of cancerous 
subscapular lymph nodes when patients with carcinoma of 
the breast complain of dorsal pain, rather than suspect 
vertebral or spinal metastases. 


Lymphangioplasty. A New Method for the Relief of 
Breast Cancer and for Similar Conditions of Lym- 
phatic Edema. W. L. Hanprey, London. Lancet, 
March 14, 1908. 

Acting upon the theory that the edema of the arm occa- 
sionally following extensive operation for breast cancer is 
due to obstruction of all the lymphatic channels, the 
author has devised the following crude plan to form an 
artificial lymph current: At various convenient points 
around the extremity, he buries strands of silk extending 
longitudinally under the skin of the arm from the wrist 
to the axilla. These strands are supposed to act by their 
capillarity. The author reports one case in which. this 
method afforded a brilliant result, so much so, that at the 
end of 24 days the arm was practically normal in size. 
The author believes this operation should prove applicable 
in elephantiasis, chronic “milk leg” and allied conditions. 


Using the X-Ray Without Burning (The Cornell Tube). 
ALRErT C, Geyser, New York. Journal of the Ameri- 
can Medical Association, March 28, 1908. 

In the avoidance of x-ray dermatitis dependence on any 
rules of dosage is likely to be fallacious; it is not a sys- 
tem of measurement that is required, but rather something 
that robs the x-ray of the element that is responsible for 
the evil effect. Studying the action of the ray on chemicals, 
we find that it decomposes their molecular structure simi- 
larly to electrolysis, separating the atoms and rearranging 
them with the formation of new compounds. This effect 
is primarily due to two causes: first, to the ionizing 
power of the x-ray; second, to the fact that a charged 
w-ray tube is a converter and surrounded by a static 
charge, which when separated by a dielectric from a ca- 
pacity is capable of inducing into that capacity currents of 
opposite polarity. When the patient happens to be this 
grounded capacity, this induced current materially assists 
in the ionizing power of the x-ray. We cannot take away 
the ionizing power of the x-ray, and while with a static 
machine, and under suitable conditions, we can deprive the 
tube of its inductive effect by grounding the positive side 
of the machine, with the ray produced by a coil this is not 
practicable save at the risk of burning out the coil. To 
meet the difficulty, Geyser has devised a tube, which he 
calls the “Cornell tube,” made of heavy lead glass so that 
no rays are emitted, except through a flint glass window, 
corresponding i in size to the lesion to be treated. The con- 
necting wires are enclosed in glass insulators to prevent 
sparking on any part of the patient while under treatment. 
The flint-glass window is situated at the end of a projec- 
tion, and must be in direct contact with the lesion, thus 
furnishing a ground and doing away with the air space 
which would otherwise be the dielectric between the tube 
and the patient. When the tube is brought into direct con- 
tact with the patient, only the ionizing effect of the #-ray 
is exerted on the tissues, and this effect is all that is 
needed to furnish the most brilliant therapeutic results. 
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During the past two and a half years this has been used 
at the Cornell Medical College, and in over 5,000 applica- 
tions not a single case of dematitis has resulted. Geyser 
divides his patients into two classes: Those with broken 
skin lesions and those in whom healthy skin covers the 
lesion. In the first, including epithelioma, lupus vulgaris, 
ulcers, sycosis, etc., a tube is used, the window of which 
will cover the lesion as nearly as possible, and it is applied 
directly to it for not less than five minutes nor more than 
fifteen, according to the depth of the pathologic condition. 
After several days when a crust has formed, the treatment 
is repeated, and so on, changing the size of the tube as the 
lesion diminishes in size. When the skin is unbroken, the 
window of the tube is placed in contact with the skin and 
slowly moved around so that the underlying structures re- 
ceive sufficient treatment while the skin is subjected to a 
minimum exposure at any one point. When such lesions 
as_a splenic leukemia, mycosis fungoides or diffuse psori- 
asis are treated, he advises a high penetrative current with 
the tube at 30 ‘inches, especially if a coil is used. With a 
static machine, the positive side may be grounded and the 
tube brought within ten or fifteen inches without danger. 
Geyser attributes the dermatitis to the leukomains pro- 
duced by the killed cells and says the term “x-ray burn” 
should not be used. Chronic radiodermatitis shows all the 
changes that small repeated exposures can produce. The 
atrophic areas show the effect of previous inflammation ; 
the dilated bloodvessels are the result of destruction of the 
intima, while the hyperkeratosis is a compensatory hyper- 
plasia, due to loss of equilibrium between the various cell 
elements. 


Some Observations on the Effects of Tobacco in 
Surgical Practice. L. Botton Bancs, New York. 
Medical Record, March 14, 1908. 


Bangs reports three interesting observations which lead 
him to believe that in many instances extreme restlessness, 
irritability, melancholia and even symptoms simulating col- 
lapse, following operations, are due to the sudden with- 
drawal of tobacco. Two of the patients which the author 
reports were strong habitués, while the third was only 
what would be called a moderate smoker. In all three in- 
stances the symptoms were such as to.cause alarm, so 
much so that morphin and strong stimulants were resorted 
to before the condition was recognized. The smoking of 
a cigarette was, in each instance, however, followed by 
prompt cessation of all symptoms. 


Passive Hyperemia by Means of the Cupping Glasses 
of Bier and Klapp. B. M. BerNuerm, Baltimore. 
Journal of the American Medical Association, March 
14, 1908. 

Bernheim describes the Bier method of using hyperemia 
by cupping for therapeutic purposes. Cups of all sizes to 
fit every part where the method may be desired to be ap- 
plied have been devised, and the suction is produced by 
means of a rubber bulb. The applications, for example, in 
a case of carbuncle, previously opened, last five minutes, 
the pressure being carefully regulated; then the cup is re- 
moved and the exudate gently sponged away with a piece 
of gauze, after which the process is repeated after two 
minutes’ rest, and this alternate cupping and resting is kept 
up for from thirty to sixty minutes, when the part is 
cleansed and a simple wet dressing applied. The patient is 
again treated the following day; if a crust has formed, as 
over a sinus, it is carefully removed with a blunt instru- 
ment and the cupping repeated as before. The pus will 
usually be found to decrease each day and the granula- 
tions to become healthier, firmer and less likely to bleed. 
The improvement continues each day, the exudate decreases 
and the case progresses toward recovery. In regulating 
the pressure, a bluish-red tint should always signify the 
limit; too much pressure, even though exerted without 
pain, may induce hyperemia amounting to stagnation, ob- 
viously not the end desired. Experience shows that the 
first few days of the treatment are most important; there- 
fore, during that time the cupping should be done as above 
directed; later, as the condition improves, the length and 
frequency of the treatments may be reduced. Squeezing 
and massaging of the parts to get out the remaining pus 


is not allowable, neither is curetting. It is best also to 
avoid the use of the’ probe or of splints, and the patient 
should be advised to use the affected member. Frequently 
patients present themselves early in the infection (as in 
beginning carbuncle, ischiorectal abscess, and bubo) before 
suppuration has appeared, only the usual redness, swelling, 
tenderness and infiltration being present. Such cases 
should be treated as described, but without incision, as 
resolution sometimes occurs without the use of the knife. 
When, however, incision is demanded, a cut from I to 1.5 
cm. long should be made and the cup applied at once. In 
cases of bone tuberculosis, sequestra are sometimes drawn 
out; at other times they do not come away and are best 
left undisturbed, as Bier has observed that they sometimes 
unite with the healthy bone. The formation of cold ab- 
scesses is not to be dreaded, but looked on as a normal proc- 
ess in the course of the disease. They should be promptly 
recognized and followed by the usual incision and cupping. 
Curetting, probing or iodoform injections increase the 
chances of infection, and immobilization is not advised. 
In acute mastitis, to avoid pain, the diameter of the 
cup should be at least I sm. greater than that of 
the breast, and when the breast is engorged with milk 
and much pus is also present, and_ very little 
comes. away, a small cup should be applied over the 
nipple, and_ incision made after the treatment, simply 
to draw off the pus and milk. This is only necessary 
in the presence of pus and will hardly be needed more than 
two or three times. While recognizing that there are cases 
unsuited to this treatment, Bernheim claims for it certain 
advantages, viz.: 1. Relief of pain, which is one of its 
most striking features. 2. Rapidity of cure, the disease 
being materially shortened. 3. Preservation of function. 
The tuberculous joints are not immobilized, healing taking 
place with motion very frequently. The wide radial in- 
cisions are avoided in mastitis; hence a minimum of the 
scar tissue that often interferes with the function of the 
gland. 4. Discarding of the drain, itself a distinct advance. 
5. Simplicity. The physician, as well as the surgeon, can 
use the method successfully. 


A New Method of Diagnosis and Treatment of Fistu- 
lous Tracts, Tuberculous Sinuses and Abscess 
Cavities. G. Beck, Chicago. Jilinois Medical 
Journal, April, 1908. 


The proper surgical treatment of fistulous tracts, de- 
pends upon an accurate knowledge of the extent of the dis- 
ease. In order to determine this, Beck recommends the in- 
jection of a bismuth-vaselin paste into the fistula or sinus, 
followed by an s#-ray examination. This method is valu- 
able not only as a diagnostic measure, but also as a thera- 
peutic one. The author claims that one or more injections 
will usually suffice to cure. The author uses two formulas 
for his purposes; the first for diagnosis and early treat- 
ment, the second for late treatment. The two formulae 
are as follows: The first, bismuth subnitrate 30.0, vaselin 
60.0 The second, bismuth subnitrate 30.0, white wax 50.0, 
soft paraffin 5.0, vaselin 60.0. In some cases 1% formalin 
is added. The sinus or fistula must be thoroughly dried 
before the injection is made. The first formula is em- 
ployed until the purulent discharge ceases. The author has 
tried this method on 14 cases, most of which were tuber- 
culous. All were cured within a short period. The author 
believes that his method is comparable in its action to 
the Mosetig method for the cure of bone cavities. 


Structural Changes and Survival of Cells in Trans- 
planted Bloodvessels. C. C. Guturiz, St. Louis. 
oe of the American Medical Association, March 

, 1908. 

Guthrie describes the changes ascertained to occur in the 
structure of transplanted veins and arteries. When blood- 
vessels, for example, the carotids, are anastomosed end 
to end in situ, practically no change occurs. If the central 
end of an artery is united to the peripheral end of a vein, 
there is usually some change in both, evidenced by a de- 
crease in the thickness of the vessel wall in the artery and 
an increase in the vein. Still more marked histologic al- 
terations occur when rapid transplantations of segments of 
either arteries or veins are made in animals of the same 
species, as well as in heterotransplantations, only a short 
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period of anemia of the segment occurring. Ordinarily this 
consists of a dilatation of the lumen and thickening of the 
wall, the latter being largely due to the increase of fibrous 
tissue. The appearance of the vessel may be notably 
changed, as well as its histologic structure, and yet the 
mechanical function be preserved. Two important factors 
must be considered in accounting for the changes in even 
simple anastomosis, namely: (a) change of pressure in the 
lumen of the vessel, and (b) alteration of the circulation 
in the vasa vasorum. In case of rapid transplantation of 
a segment in the same animal three other factors must 
also be considered, namely: (c) complete abolition of the 
circulation in the nutritional capillaries; (d) complete abo- 
lition of the lymphatic circulation, and (e) complete sever- 
ance of nervous connections, while in case of isotransplan- 
tations or heterotransplantations still another factor must 
be added: (f) in the former the possible and in the latter 
the probable toxicity of the host’s body fluids for the seg- 
ment. The question arises whether the cells of the blood- 
vessels actually survive, and by their growth and multipli- 
cation account for the histologic changes observed; or do 
they, to a greater or less extent, perish, and only serve 
as a bridge for the ingrowth of other cells, after which 
they suffer degenerative and obsorptive changes? What- 
ever may be the possibilities under some conditions, it is 
hardly conceivable that any of the cells in a transplanted 
formaldehyd-fixed segment could survive, yet after a con- 
siderable interval it performs the mechanical function 
required of it and does not greatly differ macroscopically 
from what would be expected of a fresh segment similarly 
transplanted. Guthrie says that, unfortunately, premature 
conclusions seem to have been drawn concerning the sur- 
vival of the cells of such transplanted segments. The 
question may be of no practical importance, but it is ot 
much importance in a scientific point of view. The prob- 
lem is a very complex one, and until a great deal more is 
learned, conclusions and generalizations are not justified. 


Localization and Clinical Symptoms of Intracranial 
Hemorrhage in the Newborn. L. Seitz, Miinchen. 
Medizinische Wochenschrift, March 24, 
1908. 


The author’s material consisted of 23 cases. At autopsy 
the development of artifacts was avoided by making gross 
frozen sections of the head. The hemorrhage was regu- 
larly venous in origin and practically always between dura 
and pia. In subtentorial bleeding the quantity of blood 
was always small—tea to tablespoonful. The symptoms 
are quite characteristic, the children not being born asphyc- 
tic, remain normal for a few hours, are always quiet and 
then slowly show signs of bulbar compression—irregular, 
shallow, choppy respiration, and blueish yellow tint. They 
resemble cases of atalectesis. Death occurs in 24-48 hours. 

In supratentorial bleeding, which usually is unilateral, no 
abnormal signs are noted on the first day, but on the second 
a characteristic restlessness and continuous crying develop. 
Later compression symptoms, chiefly respiratory, coma, 
etc., appear. Local signs due to motor irritation and later 
paresis are seen, referable chiefly to the facial, leg and 
arm centers. The fontanelles bulge, and as the conges- 
tion increases the general brain symptoms overshadow the 
local ones and serve to unsettle the localizing of the lesion. 
Death most commonly occurs on the fourth to eighth day. 
Although the skull of the newborn permits of a certain 
amount of increase of the intracranial contents, it becomes 
as inexpansible as that of the adult when this limit has 
been reached; therefore progressive signs of pressure in- 
dicate operation. Seitz operated upon one case, relieving 
a supratentorial hemorrhage, but the child succumbed to a 
not diagnosed intratentorial hematoma. 

Of the 23 cases, 5 recovered, and of these all had supra- 
tentorial hemorrhage; 3 recovered completely. Therapeu- 
tically, avoidance of all external stimuli (place in the in- 
cubator), small doses of bromide (3-4 grains), cool appli- 
cations to the head and feeding by gavage are indicated. 
If the symptoms are purely local non-interference should 
oe practiced; if progressive and general, an exploratory 
craniotomy is proper. Subtentorial hemorrhage is not 
amenable to surgical interference and lumbar puncture 
affords but transitory relief. Of the 23 cases, 6 were spon- 
taneous and easy labors, so that the forceps should not 


always be blamed. This mode of death is of forensic im- 
portance, as apparently healthy children may die suddenly 
and mysteriously. Seitz mentions Cushing’s results of 4 
operations with two recoveries. 


Removal of a Subcortical Cystic Tumor at a Second- 
Stage Operation Without Anesthesia. H. M. Tuom- 
As and Harvey CusuHine, Baltimore. Journal of the 
American Medical Association, March 14, 1908 
Thomas and Cushing give an account of a case of sub- 
cortical brain cyst, under the post-central ascending convo- 
lution near its top, which was removed after a series of 
operations necessitated by the patient’s condition, his in- 
tolerance of anesthetics and the difficulties of operation 
due to the high location of the lesion. The case is of in- 
terest surgically on several accounts: the situation of the 
lesion and consequent difficulties of operation; the occur- 
rence of a post-operative extradural clot; the absence of 
cortical adhesions on the second opening of the dura; the 
occurrence of Jacksonian epilepsy with a subcortical tumor ; 
the possible origin of the cyst from a degenerated glioma; 
but the most important and suggestive fact is that the last 
operation in which the dura and post-central convolution 
were incised, the cyst discovered and shelled out, was per- 
formed without anesthesia, the patient being perfectly con- 
scious, but feeling no sensation whatever from the cutting 
and manipulation even when the dura was being incised. 
An experimental tension on the dura caused slight momen- 
tary discomfort, but this and the putting in the scalp su- 
tures at the end of the operation, with the possible excep- 
tion of the chance sponging of the edges of the incision, 
was the only part of the operation that caused any sensa- 
tion whatever. The entire procedure lasted about three 
hours, the patient being interested, asking frequent ques- 
tions and being engaged in conversation most of the time. 
Cushing has since had another similar experience of a 
second-stage extirpation operation without anesthesia in a 
young child. He says that, while further investigations in 
this direction are needed, this experience suggests that we 
may have to modify, in some respects, our notions as to 
the cause of intracranial pain, just as we have had to change 
our ideas of what causes visceral pain in the abdominal 
cavity. The dura, like the peritoneum, may be sensitive 
only to tension or pressure and not to surgical incision. 


Injuries of the Spinal Cord, With the Study of Nine 
Cases with Necropsy. A. R. ALLEN, Philadelphia. 
Journal American Medical Association, March 2, 1908. 

Allen discusses at length the injuries of the spinal cord 
due to external violence, such as gunshot wounds, fracture- 
dislocation with involvement of the cord and involvement 
of the cord in spinal concussion without spinal lesion. Stab 
wounds of the cord are not considered. After describing 
the anatomic conditions, he points out the liability to injury 
of the different regions of the cord. A vertebral disloca- 
tion without injury to the intervertebral disc is considered 
by him an absolute impossibility in spite of the numerous 
instances reported to the contrary. More careful his- 
tologic study, he thinks, would have revealed an injury. 

Fractures and dislocations in the thoraic region, above the 

tenth thoracic vertebra, are not so frequent as those in the 

cervical region or as those below the tenth thoracic verte- 
bra. In the upper thoracic region, dislocation without frac- 
ture is impossible, And, while it is theoretically possible in 
the lumbar region, the vertebrae slipping forward or back- 
ward, there are many who think that fracture always plays 

a part. In the cervical and lower thoracic region self-reduc- 

ing dislocation without fracture frequently takes place. It 

has been claimed by many that the spinal musculature is 

a preventive factor against dislocation, but Allen considers 

this an error. A number of cases are on record, however, 

in which fracture has been caused wholly by muscular ac- 
tion. In injuries to the spinal column the cord may be in- 
jured in-various ways, transversely squeezed, cut in two, 
obliquely, or even longitudinally lacerated. Allen reports 
nine fatal cases, with autopsy; six of them following frac- 

ture-dislocation; one due to gunshot wound; one was a 

pure self-reducing dislocation without fracture, and one 

followed spinal concussion without spinal lesion. In his 


comments on these cases he calls attention to various spe- 
cial features, such as the hematuria that sometimes fol- 
lows, even with no kidney trauma, which he thinks can be 
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explained by a traumatic anemia causing necrosis of renal 
parenchyma; the question of erection centers in the cord 
as shown by penile turgescence; the danger from operative 
interference; the cause of hematomyelia in simple spinal 
concussion, etc. As regards operation, he takes a conserva- 
tive position, but says that in compound fractures it may 
be often advisable, but here one should do as little as pos- 
sible in the way of removal or reposition of fragments. Of 
course, if there is a lamina driven into the spinal cord, its 
removal is indicated, but any attempt to remove all existing 
débris is condemned. It is better to trust to Nature, with 
the aid of immobilization. When the canal is opened the 
greatest care should be taken to avoid pressure on the cord, 
and he would remove blood clots, etc., by irrigation with 
warm sterile salt solution, after time has been given for 
the oozing from small vessels to cease, rather than by 
sponging. There is much testimony in favor of operating 
in fracture-dislocation involving the cauda equina. The 
treatment of the bladder troubles and the trophic disorders 
must be carried out along the lines of general medicine and 
surgery. 
Nerve Bridging. Report of One Successful’ Case. A. S. 
Taytor, New York. Journal of the American Medical 
Association, March 28, 1908. 


Taylor reports a case of brachial birth palsy in a child 
aged one year, in which a two centimeter gap after re- 
moval of a cicatricial mass in the brachial plexus was suc- 
cessfully bridged by loops of chromicized catgut wrapped 
with Cargile membrane. Power was gradually restored to 
the paralyzed muscles, the trophic changes disappeared to 
a large extent and the flexion contracture of the fingers 
was also gone, so that twenty-eight and a half months after 
the operation the child used its arm freely, and the im- 
provement was still progressing. Taylor remarks that the 
literature of nerve surgery is not well indexed and the case 
reports are to a considerable extent indefinite and unsatis- 
factory. Much experimental work is still needed to determine 
what is the best technic, but from his study of the subject, he 
concludes that the method of suture a distance, adopted in 
this case, is simplest and most successful. The other 
methods, neuroplasty, grafting, tubulization, are trouble- 
some operations and less certain in their results. The 
younger the patient and the better the general condition, 
the more hopeful the case, but results may appear only 
slowly, and require the aid of massage, passive motion, 
electricity, etc., to bring them about. He thinks the chances 
are against success in bridging gaps of more than four 
centimeters, though a few successful cases have been re- 
ported. In such cases, shortening the gap by bone resec- 
tion, or lateral implantation of both nerve ends into a 
neighboring motor trunk, may be advisable. A certain 
amount of deformity with muscle power in a limb is much 
to be preferred to complete and permanent paralysis. 


On the Excretion of Hexamethylenamin (Urotropin) 
in the Bile and Pancreatic Juice. S. J. Crowe, Bal- 
timore. Johns Hopkins Medical Bulletin, April, 1908. 


As the result of chemical experiments upon animals and 
human beings, the author offers the following interesting 
conclusions: 1. After its administration by mouth, hexa- 
methylenamin appears in the bile and pancreatic juice of 
dogs. It finds its way into the bile both through the liver 
and through the wall of the gall-bladder. 2. It has been 
demonstrated in the bile, cerebrospinal fluid, synovial fluid, 
saliva, pleural effusion and blood of man. 3. When given 
in sufficiently large doses (75 gr. per diem) it appears in 
the bile in quantities which suffice to exercise a decided 
bactericidal action. These experimental findings indicate 
that utropin will probably be of efficiency in the following 
conditions: acute infections of the gall-bladder; conval- 
escence from typhoid fever, either as a prophylactic meas- 
ure against the formation of gall stones, or for the purpose 
of sterilizing the gall-bladder, and before gall-bladder oper- 
ations as a prophylactic measure. Observations on four 
cases of cholecystitis were very satisfactory. 


On Plastic Induration of the Penis. (Ueber plastische 
induration des penis). J. StopczANsKi, Krakau. 
Wiener Klinische Wochenschrift, March 5, 1908. 


The author reports a case of this rare lesion. It occurred 


in a patient 47 years of age, who noticed an induration on 
the dorsal side of his penis midway between the root and 
the tip. The lesion caused no symptoms, but the author 
deemed it wise to excise it. Histological examination 
showed merely hard fibrous tissue. The etiology of this 
lesion is not definitely known. Gonorrhea and syphilis 
have been ascribed as causes, but without definite proof. 
It generally occurs after the fortieth year and is frequently 
associated with Dupuytren’s contracture of the fingers. The 
induration varies from the size of a pea to that of a broad 
plaque 4 cm. in length. It is generally found in the dorsum 
of the penis, arising from the septum or the fibrous sheath 
of the corpus cavernosum. The condition causes no symp- 
toms except in erection, when the penis becomes curved, 
rendering coitus difficult or impossible. Urination is un- 
hindered. The only satisfactory treatment is by excision, 
but even with this measure, recurrences are frequent. 


The Sequence of the Pathological Changes in Appen- 
diceal Peritonitis. E. MacD. Stanton, Schenectady. 
Surgery, Gynecology and Obstetrics, April, 1908. 


This article is based upon the study of more than 1,000 
cases observed clinically and pathologically. The author 
divides the cases into two main groups; in the first there 
is in the immediate vicinity of the appendix a serous or 
purulent exudate, which from the onset is shut in by ad- 
hesions and, if not unfavorably affected by mechanical 
factors, shows no tendency to spread. In the second group 
of cases the exudate is mainly fluid and adhesions do not 
begin to appear until about the third day after the onset, 
and are not firm until about the fifth or sixth day. Al- 
though the onset in this second group is alarming and 
violent under appropriate treatment no tendency to spread- 
ing will be noted. 

Stanton favors early operation, but if this period has 
passed he advocates Ochsner’s treatment until the stormiest 
symptoms have subsided. The treatment consists of ab- 
solute quiet in Fowler’s position, not a drop of fluid by 
mouth, saline enemas with a little opium to be retained, 
abdomen to be covered with a moist compress and a soap- 
suds enema every morning after the fourth day. In 101 
acute cases there were only three deaths, 1.57%. He at- 
taches extreme importance to all avoidance of peristalsis, 
which he believes serves mechanically to spread the in- 
fection. 


Hypertrophic Stenosis of the Pylorus in Infants 
(La Sténose hypertrophique du Pylorus chez le Nour- 
risson). H. Durour and P. Frepet, Paris. Revue de 
Chirurgic, February, 1908. 


The authors in reviewing the literature and compiling 
the results of treatment, favor pyloroplasty as the most 
efficient and safest surgical procedure for the cure of true 
hypertrophic pyloric stenosis of infants. Stenosis may be 
of three. varieties: (1) Atresia, a rare congenital mal- 
formation which is regularly fatal; (2) spasm without a 
pyloric tumor, which is frequent and amenable to medical 
treatment; and (3) hypertrophic stenosis with a pyloric 
tumor, which may be complicated by spasm, and which ne- 
cessitates surgical intervention. We can distinguish two 
stages in the course of the cases. The first is characterized 
by frequent vomiting and rapid loss of weight; the stom- 
ach is dilated, but no peristalsis can be observed. In the 
second. stage, or phase, the vomiting becomes infrequent 
and with this the denutrition seems to make but slow 
progress; peristalsis can now be easily seen. The explosive 
nature of the vomiting is a feature worthy of note in all 
cases; obstination and oliguria are usually present. 

As regards the pathology of the condition, the stenosis 
seems to be due to an hypertrophy of the muscular fibers 
of the pylorus, principally of the circular layers, attended 
with some proliferation of the connective tissue elements. 
In their own case, the authors found the pyloric muscula- 
ture to measure 5 mm. in thickness. Another important 
lesion, and one which contributes largely to the occlusion 
of the pyloric orifice is the redundancy of the mucous 
membrane. This is usually disposed in large longitudinal 
folds which fill up the constricted lumen of the gut. 

Although some surgeons report good results with the 
use of Loreta’s method of divulsion, the authors do not 
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favor this procedure. They hold the view that a pyloro- 
plasty without injuring the mucous membrane should be 
done whenever possible. If this cannot be executed, or, if 
it should fail to give the proper result, then gastroenter- 
ostomy is in order. 


Remarks Upon Intussusception, With a Suggestion 
for a New Method of Operation Upon Cases in 
Which Reduction is Not Possible. E. A. Copman, 
Boston. Boston Medical and Surgical Journal, April 
2, IQOk. 

The point of most interest in this paper is the new oper- 
ation described. The essential principle is a ligation of the 
impacted mesentery; at the same time the intestine on 
either side of the intussusception is divided and left to 
drain through the wound by inserting a Mixter tube in each 
end of the gut. The ligation of the mesentery causes 
gangrene of the intussusceptum enabling” the operator with- 
in a day or two to release it from the intussuscipiens; at 
the same time, if the patient’s condition permits, an entero- 
anastomosis between the divided ends of the gut is per- 
formed. The advantages claimed by the author are: I. 
Rapidity. 2. Less shock is produced than any other form 
of operation. 


Acute Fiexures or Angulations of the Sigmoid and 
Colon. J P. Turret, New York. New York Medical 
Journal, March 14, 1 

The term acute is here used in the geometrical sense. 
There are four sites at which angulation of the colon are 
normal or anatomical; these are, the hepatic flexure, the 
splenic flexure, the sigmoid flexure and the rectosigmoidal 
flexure. When these blends of the colon are exaggerated, 
obstruction to the passage of the fecal movement is pro- 
portionately induced. Owing to the peculiar anatomical 
relations of the sigmoid, and the fact that this part of the 
colon is more frequently the seat of congenital and ac- 
quired lesions, excessive angulations are most common in 
this region. It is only the latter to which the author refers 
in this paper. As stated above, the causes of angulation 
of the sigmoid may be congenital or acquired. The congen- 
ital type is due to “the turning up of the rectum to the 
left at its upper end and thus bringing the two fixed ends 
of the sigmoid in such close apposition that the long loop 
in between is necessarily acutely flexed.” The acquired 
cases are due chiefly to sigmoiditis and perisigmoiditis. 
These inflammatory processes cause kinking, either by 
cicatrization of the colonic wall, by adhesions, or by shrink- 
age of the mensentery. The symptoms are those of con- 
stipation and fecal stasis. Many of the patients present 
pronounced symptoms of autointoxication. Another symp- 
tom of which many complain is incomplete evacuation. In 
the acquired cases, there is usually a previous history of 
some form of ulcerative condition of the bowel, of peri- 
tonitis or of inflammation of the pelvic organs. Treatment 
is either palliative or tadical. The palliative treatment con- 
sists in the introduction of long rectal bougies combined 
with pneumatic inflation. The bougie is passed through a 
sigmoidoscope and before it is removed an oil enema is 
given. The principle upon which this treatment is based 
is this: the bougie in its tendency to straighten out gradu- 
ally stretches the binding tissues and thus straightens the 
flexure. In obstinate cases, operation must be resorted to. 

The form cf operation depends entirely upon the findings 

at the exploration. The author reports 11 cases in all, of 

which relief or cure was obtained by appropriate treat- 

‘ment. 


Idiopathic Dilatation of the Colon, with Report of a 
Case in a Man of Fifty-six. E. H. Stone, Boston. 
Boston Medical and Surgical Journal, March 26, 1908. 


Stone reports a typical case, noteworthy merely because 
the patient reached the advanced age of 56, and because 
at birth he had an imperforate anus. Whether the latter 
anomaly was the cause of the colonic dilatation, is, in the 
author’s mind, a question. Idiopathic dilatation of the 
colon, or Hirshsprung’s disease, as it is known among the 
Gaermans, occurs in the vast majority of cases, in males, 
and in more than half the reported cases it is first noticed 
in childhood. The genesis of this disease is entirely a 
matter of speculation. The clinical history is simple and 
unvarying: the patients come to the physician with an in- 


tense abdominal distension and a history of high-grade 
constipation for days or weeks. The symptoms disappear 
and reappear. The abdomen is found intensely distended, 
the abdominal walls are excessively thin, and through them 
marked peristalsis can frequently be noted. The liver dul- 
ness may be entirely absent and the heart is displaced up- 
ward. The respiratory rate is generally increased and 
marked cyanosis may occur. In the differential diagnosis, 
tuberculous peritonitis, phantom tumor and intestinal ob- 
struction must be considered. The prognosis as regards 
cure is bad; few patients live to adult age; death is due 
to volvulus, perforation, obstruction, toxemia or exhaus- 
tion. The treatment is either medical or surgical. Medical 
treatment, while not curative, may prolong life for many 
years. Surgically these cases have been treated by resec- 
tion, and by forming an artificial anus. 


Ectopic Pregnancy in the Stump of an Excised Tube, 
Causing Attacks of Intestinal Hemorrhage. H. N. 
VINEBERG, New York. American Journal of Obstetrics, 
April, 1908. 

Vineberg reports a unique case. The patient consulted 
him for repeated attacks of pain followed by the dis- 
charge of large quantities of pure blood from the rectum. 
One year previously her left ovary and tube had been re- 
moved for pyosalpinx. She had missed her last two periods, 
although previously regular, and had had seven attacks 
of pain and a similar number of hemorrhages during that 
time. The uterus felt enlarged and hard, and to the left 
of it was a mass the size of a fist. Operation revealed a 
small sac most intimately adherent to the sigmoid, and 
formed partly by the stump of the tube and partly by the 
bowel wall, which, however, was not completely eroded. 
A complete hysterectomy was necessitated by the local 
conditions. Recovery was uneventful. 

The case is of interest for three reasons: (1) Only one 
other case of the formation of an ectopic’in the stump 
of a tube is on record. (2) Intestinal hemorrhage due to 
erosion of the trophoblast has never been previously noted. 
(3) The uterine mucosa showed no decidual reaction; a 
very unusual state of affairs. 


Contribution to the Study of Jejunostomy (Contribu- 
tion a Etude de la Jéjunostomie). DELoreE and TuHe- 
veneT, Lyons. Archives Générales de Chirurgie, 
March, 1908. 

The authors come to the following conclusions from an 
analysis of their own cases and from a consideration of 
the results of some of the best surgeons: Jejunostomy 
when performed according to the method of von Eisels- 
berg and Witzel, must be regarded as an extremely valu- 
able procedure in the conditions summarized under these 
five headings: (a) In cancer of the esophagus, when the 
stomach is retracted, and gastrostomy is not feasible. (b) 
In cancer of the stomach when gastrostomy or gastroen- 
terostomy cannot be performed owing to the extent of the 
tumor. (c) In gastric fistule which cannot be closed by 
suture. (d) In burns of the stomach by caustics. (e) In 
ulcers of the stomach which do not heal after gastro- 
enterostomy. 

A simple technic should be followed. The authors have 
found the following plan of procedure most reliable: The 
stoma ought to be situated at least 30 centimeters below 
the duodeno-jejunal angle. A soft Nélaton catheter is 
buried in a gutter in the jejunum, according to the Witzel 
method, for a distance of Io centimeters and its tip made 
to enter the intestine in the direction of the anus. The 
gut is stitched to the abdominal parietes by a few inter- 
rupted sutures, and feeding of fluids by the tube is begun 
immediately after the operation. 


A Remarkable Case of Persistent Ingestion of Needles 
and Their Removal from Different Parts of the 
Body, Especially from the Organs of the Abdomi- 
nal Cavity, by Laparatomy Several Times Re- 
ug A. Nicott, New York. Lancet, March 14, 


This case was that of an hysterical woman who amused 
herself by swallowing needles. In the course of a little 
over a year she underwent five laparotomies for the re- 
moval of needles from various parts of the abdominal cav- 
ity, and numerous operations for the removal of needles 
from the neck, breast, left arm,-etc. She died. 


‘ 
4 
1 
4 
é 
( 
( 
dee 
‘ 
( 
1 
{ 
By 


